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Academic section
Adult Mental Health Essay
Even people who feel paranoid have enemies! Discuss the possible meaning and 
function o f paranoid^persecutory ideas. How might Clinical Psychologists work with
people who feel so afraid?
Year 1
December 2006
This essay considers the possible meaning and function of paranoid or persecutory 
ideas by examining research investigating the formation of persecutor}' delusions. I 
have chosen to interpret the essay title in this way for three reasons. Firstly, paranoia 
is evident in a wide range of mental health problems (Cooper, 1992) so a specific 
approach is required in order to keep to the constraints of this essay. Secondly, 
paranoia is frequently referred to as an integral part of delusions (Freeman & Garety, 
2000) so it seems logical to consider it in this way. Finally, there is a wealth of 
evidence concerning the fonnation and treatment of persecutoiy delusions so this 
approach is useful for guiding clinical practice. Because persecutory delusions are 
evident in many diagnoses (Freeman & Garety, 2004), the findings can be useful for 
treating an array of psychological disorders. In line with the approach of Bentall el ah 
(2001), the terms 'paranoia’ and ‘persecutory delusions’ will be used synonymously. 
Persecutory delusions can be defined as “a delusion in wliich the central theme is that 
one (or someone to whom one is close) is being attacked, harassed, cheated, 
persecuted or conspired against” (American Psychiatric Association, 1994). Freeman 
and Garety (2000) argue that this broad definition could be problematic because it 
covers a variety of persecutory themes and explanations. It is therefore important that 
psychologists are mindful of these differences when considering the relevance of 
research findings to practice.
The meaning of paranoid ideas will be considered by examining the relevance of life 
experience to persecutory delusions. In terms of function, evolutionary, perceptual, 
cognitive and motivational explanations will be discussed. I shall also present two 
theoretical models that have combined all of these factors and I will make suggestions 
about their relevance to treatment. In addition, some diversit}' issues that are pertinent 
to treatment will be considered. In terms of treatment, this essay will consider 
cognitive-behavioural and person-centred approaches for paranoia in the context of 
psychosis. This focus is in line with my own inclinations towards the cognitive- 
behavioural model and because of the wide evidence base which supports this 
approach. I have focused on the treatment of persecutory delusions in the context o f 
psychosis because this is a well-researched area. Before proceeding with this essay, I 
would like to explain why I am drawn to this topic. My personal interest stems from 
witnessing paranoid schizophrenia both in a friend and in a client (client DX).
Although both individuals experienced very similar symptoms, T was struck by their 
contrasting life experiences. One had been brought up by loving parents while the 
other was nurtured in an environment of neglect and sexual abuse. How these two 
individuals ended up with the same paranoid presentation continues to perplex me. I 
remain fhistrated and saddened by the fact that no mental health professional has been 
able to help DX throughout his years of mental illness. In a sense, my interest is a 
father narcissistic one in that I have always hoped that I could one day be skilled 
enough to ‘cure’ DX. At the very least, I would like to learn more about paranoia so 
that I am better informed when working with such individuals in the future.
In order to understand why paranoia may be seen as beneficial to clients (and thus 
why it persists); it is useful to begin with an evolutionary perspective. Green and 
Phillips (2004) posit that paranoia is adaptive because it enables individuals to be 
acutely aware of threats and protects them from harm. Indeed, in clinical case studies, 
paranoid individuals often cite, feelings of protection and safety as perceived benefits 
of their behaviour (Chadwick et al, 1996). The evolutionary perspective is clinically 
useful because it provides a normalising framework in which to understand clients’ 
behaviour. These findings are linked with the idea that paranoia exists on a 
continuum with normal behaviour, a view that originates from the work of Strauss 
(1969, as cited in Ellett et al, 2003). EWtiX et al examined a sample of non­
psychiatric individuals and found that nearly half of this sample exhibited paranoid 
ideation. They argue that sharing this perspective with clients can help to reduce 
stigmatization and promote understanding of their beliefs. It is useful for clinicians to 
appreciate that paranoia can be reasonably justified, especially if paranoid individuals 
have had good cause to be suspicious in the past.
It seems reasonable to suggest that the meaning of persecutory delusions can be 
explained by considering life events or early caregiver-infant relationships. Lemert 
(1962, as cited in Bentall el al, 1994) conducted detailed interviews with paranoid 
clients and found that the majority had experienced genuine conspiracies at some 
point in their life. Some authors have gone so far as to imply causation; Bebbington et 
al (1995) argue that stressful life events cluster in the months prior to the onset of 
persecutoiy delusions. Freeman et a l (2002) suggest that paranoid ideation be caused
by early traumatic experiences, such as abuse and these traumatic themes may be 
evidentwhen examining delusional content. For example, Niederland (1959, as cited 
in Bentall et al., 2001) argued that a client’s bizarre delusion about a ‘chest 
compression miracle’ could be explained by the fact that the client’s father had strict 
views on child posture and often made his son wear a brace that secured around his 
chest. Other authors have suggested that intrusive life events could contribute to the 
aetiology of persecutory delusions (Fuchs, 1999). Raune c/ W. (2006) examined a 
first-episode psychosis sample and found that events such as physical assault and 
attempted rape were among examples of intrusive events described. Tt is therefore 
important for clinicians to acknowledge the social context in which delusions occur 
because traumatic events may skew an individual’s perception of the world and 
others. In terms of psychological treatment, these findings are incredibly useful. The 
authors argue that providing meaning to delusional thinking in tliis way will improve 
engagement and insight, as well as reducing feelings of anxiety and powerlessness. 
Personally, I believe that the importance of understanding paranoid symptoms as 
normal reactions to life events cannot be understated. Such a person-centred approach 
will enhance rapport and help clients to conceptualize their problems within a 
normalizing framework.
Roberts (1991) argues that persecutor}  ^delusions may function to provide a pseudo- 
reality that is more desirable than the current reality. This suggests that delusions are 
adaptive because they protect the individual from previous bad experiences and 
provide a sense of purpose or meaning in life. In light of the findings concerning 
adverse life experiences, it seems understandable that individuals opt for a delusional 
reality rather than acknowledging their past. This view is interesting because fit 
explains why people with persecutoiy delusions are unwilling to change their beliefs. 
Personally, although I find Roberts’ comments very interesting for explaining 
grandiose and narcissistic delusions, I find it difficult to envisage how persecutory 
delusions can be understood in this way. Persecutory ideas are not related to positive 
coiTiiotatibiis and may represent a frigliteiiing and dangerous pseudo-reality. 
However, grandiose and persecutory delusions frequently co-exist (Raune et al, 2006) 
and it may be that persecutory delusions involve a grandiose element. This 
grandiosity may cause the person to feel important and worthy of persecution. This
idea is alluded to in psychoanalytic theories (Aronson, 1989) and could potentially 
justify the benefits of the (primarily negative) pseudo-sanity pertaining to paranoia. 
This explanation resonates vrith my own clinical experience because DX had elements 
of grandiosity incorporated into his persecutory ideas. On reflection, the most 
important thing that I have learnt from this essay is that it is possible that DX didn’t 
want to be cured. Perhaps his ‘pseudo-sanity’ was more bearable than facing up to his 
horrific and abusive past; However, it must be noted that not all paranoid individuals 
have experienced negative life events, so other explanations must be considered.
Perceptual theories of persecutory delusions may provide insights into the possible 
function of paranoia. Maher (1974) proposes that persecutor}  ^ delusions serve to 
explain anomalous sensory experiences (such as hallucinations or abnormal 
sensations). This account suggests that paranoid individuals utilize normal cognitive 
mechanisms to explain bizarre sensations or feelings. In support of this hypothesis, 
Maher (1988, as cited in Garety & Hem si ey, 1997) was able to induce paranoia in 
non-clinical participants by invoking unusual sensory experiences, such as a loss of 
auditor}  ^acuit>L Davison el a l (2004) also cite evidence that paranoia can be caused 
by sensoiy impairments in older adults. The delusions therefore function as a 
reassuring explanation for bewildering or frightening events. However, Garety and 
Hemsley present some evidence that refutes Maher’s hypothesis. Firstly, it has been 
demonstrated that individuals with persecutory delusions do exhibit reasoning 
abnormalities. Secondly, having a sensory impairment does not necessarily lead to 
paranoid ideation. As a result, the ‘sensory account’ of paranoia has largely fallen out 
of favour. Nevertheless, as a clinician it is important to be mindful of the fact that 
there may be a purely physical explanation for a client’s problem. More recent 
perceptual explanations suggest that paranoid individuals are better at ‘reading’ 
people’s emotions (Davis & Gibson, 2000). The authors found that clients with 
schizophrenia were more accurate than controls at judging whether people were 
expressing genuine emotions. Paranoid individuals also show greater attention and 
recall to threat-related material (Green & Phillips, 2004). Taken together, these 
findings imply that individuals who experience perceptual/attentional abnormalities 
are more prone to experience paranoia because they are better at detecting 
discrepancies between others’ intentions and behaviour. However, a more recent test
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of this idea found that paranoid individuals have deficits in emotion perception 
(Combs et al, 2006), suggesting that further research is needed before a definitive 
conclusion can be made.
Can cognitive theories of paranoia be useful for explaining the function of persecutory 
delusions? In terms of probabilistic reasoning, Garety and Freeman (1999) propose 
that paranoia is associated with two reasoning biases. Firstly, individuals with 
persecutory delusions have a tendency to “jump to conclusions”; they fail to seek 
counter examples, require less information to make a decision and appear more certain 
as to the veracity of their response (Peer et al, 2004). This reasoning style is more 
t}^ical of tasks involving emotional content (Young & Bentall, 1997) and represents a 
data-gathering bias (Garety & Freeman, 1999). Secondly, there is evidence of a 
“disconfirmation bias” in paranoid individuals; they have a greater tendency to change 
their hypotheses when presented with contradictory evidence. Importantly, Garety 
and Freeman highlight that there are conditions where these deficits cease to exist 
For example, paranoid individuals are less likely to show such biases when they are 
presented with aU the information required to make the decision. The authors suggest 
that this information is clinically relevant as there are circumstances that facilitate 
more appropriate reasoning processes. Bentall and Swarbrick (2003) argue that 
paranoid individuals have difficulty coping with uncertainty and ambiguity. The 
authors suggest that this tendency may underlie the formation of paranoid ideas. 
Bentall et al (2001) postulate that reasoning biases have a motivational function 
because they prevent uncertainty and fulfil a high demand for closure. These findings 
are useful for psychologists, as therapy should aim to encourage paranoid individuals 
to consider all of the evidence before making decisions. This approach is integral to 
cognitive-behavioural treatments of psychosis (e.g. Chadwick et al, 1996).
Motivational theories of persecutory delusions provide some interesting insights into 
the meaning and function of paranoia. Some authors argue that paranoid/persecutory 
ideation is a form of ‘camouflaged depression’ that protects the individual from low 
self-esteem (Ziegler & Glick, 1988). More recent revisions of this hypothesis have 
examined the contributory role of negative self-schemas to low self-esteem (e.g. 
Bentall et al, 1994). This explanation is often labelled the ‘attributional account’ or
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the ‘delusion-as-defence hypothesis’. The paranoid individual is purported to have 
latent negative beliefs about the self, which they are motivated to avoid. In the early 
formulations of the attribution account, Bentall et al (1994) suggest that this defence 
mechanism operates because of differences between ideal-self and actual-self. The 
paranoid individual is motivated to avoid acknowledging these discrepancies, so 
projects blame for negative events onto others. In addition, they attribute positive 
events internally. This attributional style is described as an exaggerated self-serving 
bias (Bentall et al, 2001) and these delusions can be considered as a ‘defence’ 
because they maintain self-esteem.
Although there is some evidence that supports Bentall’s account (e.g. Lyon el al, 
1994), various criticisms have been levied at this model. Garety and Freeman (1999) 
have contested the view of persecutory delusions as ‘self-serving’ because paranoid 
individuals often fail to demonstrate an internalising bias for positive events. 
Additionally, several researchers have questioned whether paranoid individuals have 
normal or high levels of self-esteem. Although some research supports this view (e.g. 
Kfnderman & Bentall, 1996), other studies have found that individuals with 
persecutoiy delusions have low self-esteem levels. Freeman et al (1998) argue that 
most paranoid individuals have low self-esteem and foimd no association between 
self-esteem levels and delusional conviction. Consequently, they argue against the 
attributional account and propose that self-esteem can be best understood when 
considered in the context of depression. However, it must be noted that the sample 
selected by Freeman et al only consisted of individuals who were medication- 
resistant and had severe & enduring psychotic symptoms.
In light of the equivocal self-esteem findings, Trower and Chadwick (1995) have 
proposed that two types of paranoia may exist, “poor me” paranoia and “bad me” 
paranoia. Individuals with “poor me” paranoia see themselves as unjust victims, 
while “bad me” paranoids see themselves as deserving of punishment from others. 
This theory can explain the self-esteem findings because it implies that the self- 
serving bias doesn’t operate in “bad me” paranoia as self-esteem levels are low. In 
comparison, the “poor me” paranoids have higher self-esteem levels. This suggestion 
has implications for treatment. Chadwick et a l (1996) posit that “poor me” paranoids
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are more difficult to engage in therapy because they have no conscious awareness of 
their negative self-evaluations. In comparison, the “bad me” paranoids are easier to 
treat because they are aware of their negative view of the self. Freeman et al (1998) 
provide some support for Chadwick et aVs claims. Although most individuals with 
persecutory delusions had low self-esteem, they identified a sub-group who had high 
self-esteem. These two groups could represent “poor me” and “bad me” paranoia. 
Although this dichotic view of paranoia is appealing, recent investigations into this 
hypothesis have proven inconclusive. Melo et al (2006) categorized a sample of 
mentally ill patients into “bad me” and “poor me” paranoia groups and found evidence 
of extreme shifts (in ratings of perceived deservedness of persecution) over time. 
Thus, paranoid indmduals could fit both “poor me” and “bad me” criteria, depending 
on when the measurements were taken.
These considerations have led Bentall et al (2001) to propose a revised version of the 
attributional account which views self-esteem as a dynamic and unstable concept 
The ‘Attribution-Self-Representation’ (ASR) model posits that attribution generation 
begins with currently available self-representations to see whether these match the 
event or not. If this strategy fails to generate an internal attribution for the event, the 
individual looks for external causes. Bentall and colleagues argue that external- 
personal attributions are the default strategy, as situational attributions involve a more 
thorough and time-consuming search. Furthermore, paranoid individuals are assumed 
to make such attributions for negative events because they are more sensitive to 
threat-related content and have a greater need for closure. Drawing on the work of 
Frith and Corocan (1996), Bentall also suggests that theory-of-mind deficits (an 
inabilit}' to represent the mental states of others) may contribute to the formation of 
persecutory delusions. The model is cyclical in that the attributions made then affect 
future self-representations, which in turn affect future attributions. This theory 
assumes that paranoid individuals have negative self-schemas, so are motivated to 
avoid self-blame when threatened. The authors argue that individuals with average 
low self-esteem (true of individuals with persecutory delusions) are prone to more 
variable self-esteem patterns (Kemis, 1993, as cited in Bentall et al, 2001). Thus, this 
model can explain fluctuations in self-esteem and fits neatly with the findings of Melo 
et al (2006). The authors suggest that persecutory beliefs arise from poor regulation
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of self-esteem, which leads to high self-esteem at times and low self-esteem at other 
times.
Recent tests of the ASR model have primarily yielded negative results. Bentall and 
Swarbrick (2003) found that a sample of individuals with persecutory delusions did 
not possess negative self-schemas. Humphreys and Barrowclough (2006) investigated 
attributional biases in a sample of recent-onset psychosis patients and found no 
evidence of a self-serving bias. In addition, McKay et al (2005) found no support for 
a relationship between persecutory delusions and an externalising bias for negative 
events. These findings undermine both the original and revised attributional models. 
Humphreys and Barrowclough argue that the ASR model is problematic because its 
dynamic and multi-factorial nature makes it virtually impossible to test. 
Consequently, they suggest that the framework needs to be better defined so that each 
aspect of the model can be tested. Therefore, the view that paranoia serves a 
defensive function remains questionable. Despite these negative findings, 
attributional theory has been useful for devising psychological interventions. Some 
examples of such interventions are attribution therapy and treatments that focus on 
improving self-esteem levels. Kindemian and Bentall (1997) present a case study that 
applied attribution therapy to an individual with persecutory delusions. The 
intervention encouraged the client to generate multiple explanations for everyday 
events and to later apply this technique to the content of the paranoid ideas. 
Specifically, the individual was encouraged to consider situational attributions for 
each evont. The intervention reduced the client’s reported level of depression, 
paranoid ideation and anxiety. Lecomte et al (1999) devised a self-esteem module 
which considered factors such as identity, securit}* and belonging. Although the 
module did not directly improve self-esteem ratings, it was successful at reducing 
positive symptoms in clients diagnosed with schizophrenia. Fowler et al (1995) also 
stress the importance of addressing self-esteem issues when devising cognitive- 
behavioural interventions.
I will now briefly outline another model of persecutory delusions that has been 
proposed by Freeman et al (2002). The model postulates that a stress-vulnerability 
framework underlies the formation of persecutory delusions. A precipitator (e.g. life
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event or drug misuse) creates arousal, which in turn causes an inner-outer confusion. 
These interpretations may be guided by theoiy-of-mind deficits, as proposed by Frith. 
The authors suggest that such confusion can initiate anomalous experiences, which 
may be influenced by emotional disturbance and cognitive biases linked with 
psychosis. The individual is motivated to search for explanations for such perceptions 
and uses pre-existing beliefs (about the self, others and the world) in the quest for 
meaning. Cognitive biases, attributional biases and theory-of-mind deficits also 
colour interpretations. Freeman and colleagues argue that persecutory beliefs are 
formed if the individual perceives the world as hostile and threatening, perhaps as a 
consequence of life experience. Alongside these factors, anxiety is purported to play a 
key role in the formation of such delusions. The model is integrative in that it 
incorporates many hypotheses from the research base on paranoia. Its approach is 
different to that of the ASR model because it suggests that positive, neutral and 
negative events can be perceived as threatening; Bentall et al focus only on negative 
events. Furthermore, there is a greater emphasis on the emotions associated with the 
delusion. Finally, the model differs from Bentall’s framework because it also 
considers factors that maintain the persecutory delusion. These considerations are 
useful to bear in mind when devising psychological interventions. In my opinion, this 
model seems like a very comprehensive account of the formation and maintenance of 
persecutory delusions. Although a multi-factorial perspective is useful, the model is 
in danger of being so complex that it is not testable (similar to Humphreys & 
Barrowclough’s claims about the ASR model). In reality, both frameworks are useful 
for considering the factors that may cause persecutory delusions but the diverse and 
personal nature of paranoia means that such symptoms cannot be exemplified in a 
theoretical model. I am therefore very much drawn to the work of Chadwick (2006), 
who describes a person-centred approach to therapy.
Before discussing cognitive-behavioural methods that can be used to treat paranoid or 
persecutory ideas, I am going to discuss some issues of diversity and culture that are 
relevant to this topic. Firstly, there is evidence to suggest that black men are more 
likely to be diagnosed with paranoid schizophrenia than white men (Strakowski et al,
1993). Whaley (2004) suggests that stereotypes of black men as violent may bias 
clinicians’ judgements when making a diagnosis. Given these stereotypes, Whaley
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argues that it is natural for black individuals to be defensive and suspicious about the 
racist intentions of others. WTialey terms this t>^ pe of cultural mistrust “healthy 
cultural paranoia” and suggests that paranoid symptoms fall on a continuum, with this 
genre of paranoia lying on the mild, non-pathological end. Another interesting 
diversity issue concerns the presence of delusional ideation in religious populations. 
Peters ei al (1999) discuss the influence of culture on psychosis, arguing that Western 
definitions of psychosis do not necessarily apply to other cultures. The authors found 
that deluded and religious groups (Hare Krishnas and Druids) had comparable levels 
of delusional ideation and conviction in their beliefs. However, the religious groups 
were significantly less distressed and preoccupied with their ‘delusions’, suggesting 
that these factors may be instrumental in causing psychosis. Taken together, these 
findings suggest that it is important for clinicians to consider the cultural context in 
which paranoia is occurring. Finally, another interesting diversity issue related to 
paranoia concerns gender differences. Zolotova and Brune (2006) found that women 
are more likely to experience paranoia about familiar figures in their social 
environment, while men are generally more paranoid about (usually male) hostile 
strangers. The authors suggest that these differences reflect differential ancestral 
pressures and threats, which exist today to a lesser extent. This finding has 
implications for treatment as the pervasiveness of the paranoia may be influenced by 
the closeness of the target.
Cognitive-behavioural therapy (CBT) for persecutory delusions aims to provide the 
client with less distressing alternatives of their experiences (Morrison, 2002). 
Chadwick et al (1996) have described an eight-step CBT protocol that can be used to 
treat paranoia in the context of psychosis. The procedure is based on Ellis’ (1962, as 
cited in Chadwick et al, 1996) ABC model; A represents the activating event, B 
represents beliefs about the event (in the form of images, inferences, evaluation and 
dysfunctional assumptions) and C represents consequences of these beliefs (both 
emotional and behavioural). The ABC model emphasizes the role of beliefs (Bs) and 
there is a focus on tlie interpretation of events, rather than on the event per se. Ellis 
argues that there are predictable coimections between Bs and Cs and the weakening of 
beliefs leads to reduced distress. Finally, the model assumes that core beliefs emerge 
from early experience and these dictate an individual’s interpersonal style.
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Before describing the eight-step protocol, Chadwick et al. emphasize that therapists 
must possess both a sound knowledge of the ABC model and good basic counselling 
skills. The first few sessions should allow the client to tell their story in a non- 
judgemental environment. There is an emphasis on normalising the paranoia and 
delusions should be presented as existing on a continuum. Once rapport has been 
established, the therapist asks the client to identify a specific problem and this is 
conceptualized in terms of the ABC model. The initial focus is on the emotional and 
behavioural consequences of these beliefs (C) and the therapist may use rating scales 
to identify the intensity levels of these consequences. The client is then asked to 
consider the activating event (A), in order to identify specific events that triggered the 
response. The clinician then confirms the link between A and C, making sure this 
matches the problem described by the client. Step five involves assessing the beliefs 
(B); the therapist introduces the idea of an ABC model and the integral role of 
meaning and interpretations of events. Next, the clinician connects beliefs to 
consequences and discusses the role of early development in forming ABC patterns. 
The client then sets goals about what they would like to change. The therapist 
discusses ways to tackle the problem and tries to convince the client that tackling core 
beliefs is the most effective. Finally, these beliefs are tested using empirical methods 
and Socratic dialogue. This includes an emphasis on eliciting the implicit 
assumptions that drive the ABC process. As a Trainee Clinical Psychologist, I must 
say that such a structured treatment model is highly appealing. However, 1 fear that in 
practice it may be quite difficult to adhere to the eight steps. When I consider client 
DX’s florid presentation, I struggle to imagine him responding well to this technical 
sequence. However, the basic tenets of the model appear logical and the emphasis on 
basic counselling skills and normalisation principles seems sensible.
Tn a more recent revision of his treatment approach, Chadwick (2006) has published a 
book describing person-based cognitive therapy (PBCT) for psychosis. Chadwick 
argues against a symptom-focused model in favour of one that considers multiple 
pathways and contexts. The therapy is described as “an integration of cognitive 
therapy for psychosis, mindfulness and Rogerian person-centred counselling” 
(Chadwick, 2006, p. 19). In accordance with his earlier work, this approach also
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stresses the importance of the therapeutic relationship and suggests that therapists 
should be non-judgemental and accepting. The therapy uses Vygotsky’s (1978, as 
cited in Chadwick, 2006) Zone of Proximal Development as a theoretical framework. 
Chadwick posits that collaborative problem solving with the therapist can achieve 
better results than if the client were to tackle the problem alone. PBCT also 
incorporates mindfulness as a therapeutic technique, so there is a focus on reflection 
and understanding. Mindfulness aspects such as relationship factors and 
metacognition are considered as integral to the beliefs in the ABC model. Finally, the 
model views the self as a dynamic, constantly changing entity. There is an emphasis 
on negative self-schemas and the aim of therapy is to conceptualize such schemas as 
pari of the self rather than the enlire self. Normalisation is integral to this model and 
paranoia is presented to the client as an evolved trait tliat, to some extent, has adaptive 
value.
PBCT consists of four domains. Firstly, there is an emphasis on symptomatic 
meaning and therapy begins by targeting symptoms, such as persecutory delusions. 
This process is very similar to the ABC formulation described above except it focuses 
more on schematic meaning and considers assumptions that may be evident in a 
person’s behaviour. There is a greater emphasis on examining current conviction and 
possible doubts about the delusion. The links bet^veen beliefs and perception, emotion 
and behaviour are also discussed with the client in order to develop metacognitive 
insight. Secondly, mindfulness techniques are used to encourage the client to respond 
calmly to psychotic sensations and avoid employing distressing reactions. This is 
achieved through a process of decentred awareness and increased self-acceptance. 
Thirdly, as previously mentioned, there is an emphasis on schemata in PBCT. The 
aim of therapy is to reduce distress and to develop positive self-schemas. This is 
achieved using a “two-chair” method, where clients decentre from their negative self­
schemas and recognise that this only comprises part of their self-concept. Personally, 
I feel that Chadwick’s revised approach to therapy resonates well with the research 
literature on persecutory delusions and also with my own views on paranoia. It is a 
clever model in that it has picked some of the best bits from other treatment 
approaches and incorporated these elements into an ABC ‘backbone’. One major 
limitation of this model concerns the enormous amount of insight that is required to
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fully understand it. Thinking back again to DX, I doubt that he would be able to 
engage in this way. However, for many clients I am sure that Chadwick’s approach 
would be extremely valid and beneficial. PBCT is still in the early stages of its 
development and it will be interesting to see whether it stands up to empirical tests 
and practical considerations. In my view, this model shows promise as an alternative 
approach for understanding and treating persecutory or paranoid ideas. It is important 
however to bear in mind that these approaches to treatment are only relevant for 
paranoia in the context of psychosis. Persecutory delusions are evident in various 
other diagnoses, such as post-traumatic-stress-disorder, depression, paranoid 
personality disorder and dementia (Freeman & Garety, 2004). It is therefore probably 
the case that the model proposed by Freeman el al is more useful for treating 
persecutory delusions per se.
In conclusion, it seems reasonable to state that the claim ‘even paranoids have 
enemies’ is valid. A high proportion of individuals who experience paranoia have 
experienced traumatic life events and these experiences are evident when examining 
the meaning of persecutory delusions. It seems apparent that persecutory delusions 
are extremely diverse and pertain to a range of themes, which are often guided by 
personal experiences. Therefore, it seems only sensible that there are many debates 
concerning the function of paranoid ideas. Various hj^otheses have been made about 
perceptual, cognitive, motivational and evolutionary explanations of paranoia. 
Although these factors have been eloquently described in two comprehensive models 
(Bentall et al, 2001; Freeman et al, 2002), these frameworks are most useful as 
reference points. Clinical psychologists should be prepared to formulate using ideas 
from both models, the rest of the paranoia literature and from their own clinical 
experience. In a similar vein, although the CBT models are crucial starting points for 
therapy, a person-centred approach will probably be most effective in engaging and 
helping each individual client. This essay has highlighted to me the importance of 
acknowledging that a number of aetiological pathways may exist for any one 
presentation. Tliis approach has helped me to understand how two very different 
individuals (DX and my friend) came to share the same diagnosis.
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What is the role o f consultation in mental health practice? Do Clinical Psychologists
do enough?
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I am interested in consultation because I believe that this way of working may 
represent the future of clinical psychology within the National Health Service (NHS). 
Recent initiatives regarding the role of Clinical Psychologists indicate that they are not 
expected to just be psychological therapists but also leaders and skill-sharers. Having 
previously worked at an independent medium-secure unit, I can remember being 
shocked at how this compared with the realities of NHS inpatient services. Whilst 
there was a Psychologist for each ward of the hospital in my previous job (a ratio of 
one full-time psychologist for every 15-18 patients), my NHS supervisor had to work 
part-time across two wards. This meant that he had little time for individual client 
work and instead adopted a consultation model. Despite finding this way of working 
interesting, I felt concerned about how I (in my position as a Trainee Psychologist) 
could negotiate the demands of this role. I am therefore interested to find out more 
about consultation so that I can apply this knowledge to my own clinical practice.
Definition o f consultation
The term ‘consultation’ can relate to numerous activities within the mental health 
domain. Broadly speaking, it can represent waiting list initiatives based on systemic 
or solution-focused ideas (Stallard & Sayers, 1998; Joscelyne & Godwin, 2005), a 
one-off appointment between a health professional and a client (e.g. Lipton et a i, 
1998) or professionals seeking advice from fellow professionals about their work. 
The term can also describe a process of feedback: for example, asking for opinions 
about a policy document or service development idea. Although these are all 
interesting ways of describing this term, this essay will only focus on consultation that 
involves help-seeking between professionals. The reason for selecting such a strict 
conceptualisation is three-fold. Firstly, the different types of consultation have 
different ethical problems attached to them. This means that it could become 
confusing for the reader to know which type of consultation T was referring to during 
my discussions if I tried to cover all aspects of the term. Secondly, I believe that the 
chosen definition is most pertinent to recent policy changes concerning the role of 
Clinical Psychologists within the NHS. Finally, I wish to consider the importance of 
the consultant’s orientation (psychoanalytic, cognitive analytic and formulation-based 
approaches) within the scope of this essay.
24
Before considering different models and theories of consultation, it seems appropriate 
to further delineate the term. Parsons (1996) describes consultation as “a helping, 
problem-solving process involving a help-giver (the consultant), a help-seeker (the 
consultée), and another (the client)” (pp. 12-13). He states that this triadic relationship 
concerns a work-related problem (so it is not the provision of counselling or 
psychotherapy) and the solution aims to be both reactive and proactive (it aims to 
enable people to solve future incidents). Brunning and Huffington (1990) suggest that 
consultation can occur both directly and indirectly with individuals, groups and 
organizations. Sometimes, the consultant may work indirectly with the consultée to 
consider the problems while on occasion they may work directly with both the client 
and the consultée. Within a consultation model, different individuals can be 
positioned as consultants or consultées. For example, in systemic consultation there is 
a triadic relationship between the consultant (the interviewers), the consultée (the 
individual, couple, family or group) and the consultée’s concerns (Wynne et a l, 
1986). Tn this framework, the consultant is not positioned as an expert but instead 
offers the consultée a meta-perspective of the systemic considerations that might be 
pertinent to their concerns. However, I have decided to narrow my definition further 
by only considering a model involving a health professional (the consultée) seeking 
help from a consultant (a Psychologist) about a work-related problem. Although I 
have chosen to only focus on Clinical Psychologists as consultants throughout this 
essay, consultation does have a role in other professions (e.g. Whitford & Chan, 2007; 
Kennedy et a l, 2000). The reason for adopting such a strict definition is to avoid 
misunderstandings about the various terms used throughout this essay and because I 
wish to relate my discussions to debates about the responsibilities of Psychologists 
working for the NHS.
Brunning and Huffington (1994) argue that consultation is not the same as teaching or 
supervision. Cheseldine et al (2005) suggest that while consultation is experiential 
and non-directive, supervision is didactic and directive. Brown (1984) states that 
while consultancy is voluntary, time-limited and occurs across professions, 
supervision is compulsory, continuous and occurs within professions. Teaching and 
consultation also differ in terms of the level of responsibility attached to the task 
(Brunning & Huffington, 1994). For example, a teacher decides on what information
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will be taught and how it will be delivered while it is the consultée that determines the 
nature of the work in consultation (McDaniel et a l, 1986). Additionally, teaching is 
frequently content-driven, while consultation is process-oriented and there are clear 
power differentials in a teaching relationship but these are less explicit within a 
consultation frame (McDaniel et a l, 1986). Furthermore, the onus is on the teacher to 
take responsibility for delivering the teaching method adequately but responsibility 
lies with the consultée within a consultation model.
Models o f consultation
Consultation models were initially developed for use in organizational psychology and 
industry (Parsons, 1996). In this context, consultation involved the provision of 
‘expert’ advice with a view to improving services (Schein, 2000). Over time, models 
of consultation deviated from this expert position and the notion of process 
consultation was introduced (Schein, 1969). This model allows the consultant and the 
consultée to work collaboratively and the aim of the work is to increase awareness of 
recurring relational themes in order to facilitate change. Schein (2000) argues that 
such an approach is superior to an ‘expert’ model as it improves the consultée’s 
confidence in tackling similar problems in the future.
Gerald Caplan recognised that there was a shortfall of psychotherapy provision 
(compared with demand) and thus devised a model of mental health consultation 
(Caplan, 1970). The aims of the model were to prevent mental illness, describe the 
major types of consultation and to consider the role of individual and environmental 
factors in mental distress (Caplan et a l, 1994). In this conceptualisation, the function 
of the consultant is to highlight and build upon the consultée’s knowledge-base in a 
collaborative way. Four interventions were proposed: client-centred case 
consultation, consultee-centred case consultation, program-centred administrative 
consultation and consultee-centred administrative consultation (Gibson & Chard,
1994). The aim of client-centred consultation is to help the consultée understand the 
nature of the client’s problem while consultee-centred consultation focuses on 
changing the behaviours/attitudes/feelings held by the consultée about the client. In 
contrast, ‘administrative’ consultation pertains to work at an organizational level.
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Therefore, program-centred administrative consultation considers the influenee that 
organizations have on consultées while consultee-centred administrative consultation 
considers why personal attributes of the consultée might influence the way they 
function within an organization (Caplan, 1995). Caplan’s ideas were influenced by a 
movement away from individual (and thus intra-psychic) models of distress to more 
holistic, systems-focused approaches (Parsons, 1996). Consequently, Gibson (1976) 
extended the model to include community-based interventions Community-centred 
ad-hoc consultation considers how the consultée can handle problems originating at 
the community level, while consultee-centred ad-hoc consultation identifies why the 
consultée might personally struggle to implement a community-focused intervention.
Another way of describing consultation was described by Blake and Moulton (1983), 
who devised a three-dimensional ‘consulcube’. The first dimension, ‘units of change’, 
considers who might benefit from consultation (individuals, groups, organisations or 
wider social systems). The second dimension considers the focal issues that 
frequently occur during consultation work. The authors propose four common 
themes, which are power/authority, morale/cohesion, norms/standards and 
goals/objectives. Finally, the third dimension reflects the nature of the intervention 
that can be offered by the consultant. These are acceptant (allow clients to express 
their ideas freely), catalytic (helping clients to see things differently), confrontation 
(helping clients to consider how their personal values may influence their work), 
prescription (telling the consultée how to rectify a situation) & theories and principles 
(offering theoretical knowledge to encourage new ways of thinking). The nature of 
the intervention offered by the consultant depends on a combination of focal issues 
present and the relationship it operates within (Blake & Moulton, 2000). Although 
this method is useful for considering different responses to crises, T personally 
struggle to see how problems can be ‘pigeon-holed’ so neatly. I think that it is 
important that the consultant works with the problems they are presented with, rather 
than trying to make them fit into strict categories. Furthemiore, I struggle with some 
of the terminology used in this model; ‘confrontation’ and ‘prescriptive’ ways of 
working do not really fit with the earlier ideas stressing the importance of 
collaboration in consultation.
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Parsons (1996) reviewed the different dimensions that consultation can be classified 
along and proposed a multidimensional, integrative framework applicable to the 
mental health domain. The model works across a continuum of direct (client-focused) 
to indirect (systems-focused) services and is comprised of three types of consultation: 
client-focused, consultee-focused and systems-focused. In client-focused 
consultation, the focus of the intervention is on the client (e.g. deciding on a diagnosis 
or a mode of therapy) while consultee-focused consultation focuses on changing the 
behavioiir/attitudes/feelings of the consultée (Parsons, 1996). The latter approach may 
involve increasing the consultée’s knowledge-base, implementation skills, self- 
confidence or professional objectivity. Finally, systems-focused consultation aims to 
improve the functioning of a system indirectly (for example, by facilitating better 
communication or leadership in the system). In support of this consultation model, 1 
think that Parsons’ ideas are easier to understand than Caplan’s (for instance, Caplan’s 
notion of ‘administrative consultation’ is quite an ambiguous concept). However, the 
model is really only au amalgam of other ideas and doesn’t  consider how consultation 
can work across multiple levels (client, consultée and systems). This view is echoed 
in the systemic literature: for example, Wynne el a l (19&6) argue against the notion o f 
having separate ‘targets’ for consultation. Instead, they consider the relationship 
between the consultant (the interviewers), the consultée (the individual, couple, family 
or group) and the consultée’s concerns as interdependent.
The importance o f consultant orientation
In addition to various models of consultation available, the consultant’s orientation 
can influence the nature of the service provided. For example, a psyehoanal>'tically- 
informed consultant would be interested in the ways in which people relate to one 
another as a function of their primary task and assigned roles in the work-place 
(Barnes et a l, 1999). Thus, the consultant needs an awareness of group processes and 
how these might influence people’s responses to consultation. The consultant would 
consider the transference and countertransference present within the group, as well as 
the importance of the culture that the organization promotes. Furthermore, the 
consultant may have to act as a container in order to cope with the (often painful) 
feelings and projections that emerge throughout the work (Barnes et a l, 1999). 1
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believe that the psychodynamic orientation to consultation is especially effective at, 
what Parsons (1996) would term, the consultee-centred and the systems-centred levels 
of consultation. However, a disadvantage is that the objectives of this work might 
appear vague to people seeking help. In contrast to the psychoanalytic frame, a 
systemic approach to consultation could involve the consultant taking a meta­
perspective (perhaps through the use of a reflecting team) based on social 
constructionist ideas (Dowling & Manning, 2004). The aim of the intervention might 
be to suggest alternative narratives that could help to instigate change in the client 
and/or the consultée (Jones el al, 1997). Since the consultant’s orientation influences 
the nature of the service offered, consultants need to ensure that their expectations are 
consistent with the person who is seeking help.
Some Psychologists offer an ‘integrative’ approach to consultation, drawing on a 
variety of therapeutic models to inform their thinking. Nick Lake (2007a), a Clinical 
Psychologist working in Sussex, has proposed a  team formulation approaclL The 
model, which is delivered to multidisciplinary teams, uses ideas from a variety of 
therapeutic models (cognitive behavioural therapy, cognitive analytic therapy and 
attachment theory) within a bio-psycho-social framework. The aims of the work are 
to devise a shared formulation of a client’s problems and to foster a space for 
reflection. In this model, the consultant’s role is to encourage professionals to both 
connect empathically "with the client and to consider how patterns of relating seem to 
re-occur in the client’s history. The model also allows the professionals involved to 
reflect on their own feelings and/or transference towards the client and how their 
responses might confirm unhelpful relationship patterns.
As a Trainee Clinical Psychologist, T find this model of consultation appealing for four 
reasons. Firstly, the article describes a protocol for consultation so I would have a 
framework to consult within. This would help to alleviate my anxieties about 
consultation at my particular stage of training. Secondly, the model does not 
distinguish between client-centred and consultee-centred consultation: rather, it works 
across both levels. Thirdly, I believe that an integrative approach to consultation is 
most advantageous and beneficial to both clients and staff. Finally, I like the way that 
the consultant is not positioned as an expert but instead aims to encourage
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psychological thinking. The only criticism I have of this approach is that it could do 
more to reflect upon systemic or organizational issues that may influence the care that 
clients receive from the team. Vetere (2006) suggests that systemic ideas are useful 
for expanding bio-psycho-social models, as they can encourage people to move 
beyond description to an explanation of the client’s problems. However, by 
encouraging staff to become more psychologically-minded, they may begin to 
consider these wider issues as the work progresses.
Why should clinical psychologists use consullalion?
As mentioned earlier, there has been a historical problem within the NHS that the 
demand for clinical psychology services exceeds the provisions available. In the 
Management Advisory Service report (MAS; 1989), it was estimated that there was 
one psychologist to every 36,000 people in the United Kingdom. Various initiatives 
have therefore been devised to benefit clients indirectly, including the provision of 
consultation.
Two seminal papers, the MAS report (1989) and the Manpower Planning Advisory 
Group report (MPAG: 1990) discussed the function of consultation in clinical 
psychology. The MAS report described how the role of a Clinical Psychologist is 
often perceived as ambiguous by fellow professionals. This is partly due to the 
multifarious nature of the services that Psychologists provide (spanning mental health 
services across the lifespan) and because it is a relatively new profession. As part of 
the quest to agree on a common professional identity, the report proposed that a 
‘shared care’ model (whereby Psychologists offer proactive interventions and support 
fellow professionals) was the best way to utilize the small number of Clinical 
Psychologists available. Thus, the report recommends that Psychologists need to act 
“as a catalyst to stimulate others” (MAS report, 1989, page 32) via skill-sharing with 
fellow professionals. The MPAG committee extended the recommendations by 
suggesting that a ‘consultancy model’ (Clinical Psychologists share skills with others 
on request) was superior to the ‘consultant model’ (Clinical Psychologists supervise 
and are responsible for clinical work conducted by other professionals) advocated by 
the MAS committee.
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Two decades on, the role of Clinical Psychologists are again under scrutiny following 
the introduction of policies such as New^  Ways of Working (NWW; British 
Psychological Society, 2007a) and Agenda for Change (Department of Health, 2004) 
within the NHS. Clinical Psychologists fared very well during the recent pay 
restructuring process but this boost in salary lends itself to raised expectations and 
greater responsibility. Under Agenda for Change, band seven employees (the spine 
point where newly qualified psychologists are placed) are expected to demonstrate 
skill-sharing and leadership. Given that Integrated Team Managers are also paid a 
band seven salary (and are expected to lead and manage large teams of people). 
Clinical Psychologists need to be more than therapists to justify their worth. In 
addition to leadership, service development and managerial expectations, consultation 
is becoming “an increasingly important role for applied psychologists” (British 
Psychological Society, 2007b: page 28). Furthermore, consultancy functions are also 
part of Clinical Psychologists’ job descriptions: The Division for Clinical
Psychology’s ‘Guidelines for Clinical Psychology Services’ state that the range of 
work conducted by a Clinical Psychologist includes “providing support, advice and 
consultancy to other staff concerning the psychological aspects of care” (British 
Psychological Society, 1998: page 40).
The New Ways of Working project groups considered seven different aspects deemed 
relevant to the future of clinical psychology: New Roles, Training Models, 
Registration Career Roles, Improving Access to Psychological Therapies (lAPT), 
Team Working, Mental Health Legislation & Organising, Managing and Leading 
Psychological Services. Whilst the lAPT working party has made it clear that there is 
a need for more trained psychological therapists, the New Roles project group 
suggests that Clinical Psychologists will be expected to offer more than just direct 
therapeutic work (unless the work is suitably complex). This notion is expanded upon 
within the Team Working report (British Psychological Society, 2007b), where the 
authors propose the adoption of a training/consultation model (that aims to increase 
psychological thinking in fellow professionals) within clinical psychology services. 
This approach is primarily for inpatient services, where resources are most strained. 
Such an idea reinforces the argument that the work provided by Clinical Psychologists
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may be more effective if it is delivered indirectly (British Psychological Society, 
2002).
In addition to policy changes, there are other reasons why Psychologists should 
consult. Economically, consultation can be advantageous because it can help to filter 
out inappropriate referrals (Prior et al., 2003), offers a quicker (and therefore more 
relevant) service to fellow professionals and helps people to cope with future 
problems (Freir & Sutton, 2003). In addition, there is an increasing demand from 
other professionals requesting consultation from Clinical Psychologists (Berry, 2007; 
Day et a l, 2003), suggesting there is a need for this service. Furthermore, there is 
evidence that other mental health professionals are adopting consultation models as 
part of their skills repertoire. For example, Whitford and Chan (2007) described a 
multi-disciplinary consultation model devised by General Practitioners, while 
Kennedy et al (2000) described a group of nurse specialists who offered mental 
health consultation (based on the principles of Blake & Moulton’s ‘Consulcube’) to 
staff at a nursing home. It therefore seems important that Psychologists begin to take 
their consultation responsibilities seriously so that they too can confidently offer this 
professional activity. This view is echoed in Nick Lake’s work, where he argues that 
Psychologists have no choice but to adopt consultation roles if they are to survive as a 
profession (Lake, 2007c).
Do clinical psychologists do enough consultation?
Although there are many reasons why psychologists should engage in consultation, 
have these recent directives been effective in shaping the actual practice and 
professional identity of Clinical Psychologists? It is difficult to evidence the precise 
number of Psychologists engaging in consultation work but a few American studies 
have reported comparable findings. Norcross et al (2005) surveyed 654 clinical 
Psychologists working in the district of Colombia about their professional activities 
and compared their responses with two earlier studies (Norcross et a l, 1989; Norcross 
et a l, 1997). The results suggested that the number of Psychologists engaging in 
consultation has dropped by 16% between 1986 and 2003. Furthermore, very few 
Psychologists (5.8%) perceived their primary role as that of a consultant in a study
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conducted 20 years ago (Watkins et a l, 1986). However, consultation does appear to 
comprise a significant part of Psychologists’ core identity : Garfield and Kurtz (1974) 
found that 27% (the majority response of an American survey with 855 respondents) 
identified their secondary role as a consultant.
A recent conference in Edinburgh (National Education for Scotland, 2005) sought to 
debate the future of clinical psychology within the National Health Service for 
Scotland. Although the conference highlighted the importance of increasing the 
psychological awareness of other professionals, the majority of the audience (77%) 
believed that only a quarter of a Clinical Psychologist’s workload should be dedicated 
to training, supervision and consultation activities. This suggests that there is some 
resistance within the profession to adopting consultation models. Furthermore, the 
conference report suggests that more training and role definition is required for 
Consultant Clinical Psychologists, who often struggle to negotiate the demands 
between their clinical work and managerial activities. In a recent Applied Psychology 
Strategy paper written for Surrey & Borders Partnership NHS Trust (2007), it is 
suggested that consultation, supervision, training and leadership activities can take up 
60% of the workload of Consultant Clinical Psychologists. Thus, it appears that you 
are likely to engage in more consultation activities in senior posts. Overall, however, 
it appears that most clinical psychologists have not yet incorporated consultation work 
as part of their core professional identity. This view is echoed by Quarry and Burbach 
(1998), who state that “there appears to be a continuing reluctance among 
Psychologists to augment their direct therapeutic role with broader-based consultancy 
activities” (page 14).
Barriers to offering consultation
My personal experience of consultation is that it is often reactive and crisis-driven, 
rather than being proactive and preventative. This view is echoed by Kurpuis (1985), 
who suggests that consultants are only contacted when other interventions have failed. 
The help-seeker may therefore hold expectations that the consultant will be able to 
offer a ‘magical solution’ to the problem (Lloyd & Williams, 2004) and this can lead 
to feelings of disappointment in the consultée. From a cognitive analytic perspective.
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this can result in the consultant having to constantly re-negotiate staff perceptions of 
them as ‘perfect’ or as a ‘failure’ and the associated emotional responses that come 
with these expectations (Lloyd & Williams, 2004). This means that consultants need 
to be upfront about their consulting style and check for misconceptions early on. 
Furthermore, consultation seems to be offered on an ad-hoc, informal basis rather than 
a contractual agreement between agencies (Brunning & Huffington, 1994).
There are a number of barriers that could prevent people from accessing consultation. 
Firstly, one of the main areas where consultation is necessary is on inpatient units 
where the nature of rotating shift patterns means that it is difficult for Psychologists to 
consistently engage staff (Berry, 2007). Also, fellow professionals may find the 
concept of consultation ambiguous so it is important that psychologists operationalize 
the term. Another issue concerns potential resistance to receiving consultation. Freir 
and Sutton (2003) suggest there may be stigma attached to seeking consultation in 
some contexts. In their study, one staff member admitted that they did not seek 
consultation because they “did not want to admit in front of colleagues to needing a 
Psychologist’s help” (Freir & Sutton, 2003, page 27). Fryer el a l (1988) found that 
low uptake of consultation was associated with job dissatisfaction, being in your 
profession for a long time and reservations about the possibility of change. 
Furthermore, individuals (or entire groups) may feel as though they are being attacked 
or scape-goated during the consultation process (Barnes el a l, 1999) or may be 
resistant to the notion of change (Obholzer, 1994). It is important to be mindful of 
these issues when setting up consultation work. There has been an ongoing debate 
regarding the advantages and disadvantages of external consultation (consult to a team 
you don’t normally work with) and internal consultation (consult to a team that you 
are affiliated to). Problems associated with internal consultancy include role 
confusion (Quarry & Burbach, 1998), lack of neutrality (Lake, 2007b), difficulty 
turning down work (Hill-Tout, 2005) and the general preference of teams to work with 
an external consultant (Dowling & Manning, 2004). These difficulties need to be 
carefully negotiated and discussed before consultation work begins.
Barriers to providing consultation may emanate from Clinical Psychologists 
themselves. Quany and Burbach (1998) propose that most individuals enter
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psychology because they want to work directly with clients, not to engage in 
consultation. It could therefore be difficult for these individuals to balance their 
personal motivations for entering the profession with policies advocating indirect 
methods of working. Furthermore, taking on a consultative role can be extremely 
anxiety-provoking and can result in psychologists feeling isolated or exposed 
(Brunning & Huffington, 1991). Lake (2007c) suggests that consultation can be risky 
because the team may expect the consultant to offer ‘expert’ advice and this may 
invoke feelings of envy from fellow professionals who believe that the consultant has 
‘special skills’ to offer. Furthermore, he argues that newly qualified Psychologists 
may not feel equipped to take on the challenge of consultation because they are not 
taught this skill during their training. This opinion is shared by Shullman (2002), who 
argues that more psychology courses need to incorporate consultation theory and 
practice into their syllabuses. Lake proposes that tliis could be achieved by focusing 
on depth of psychological knowledge and models, rather than aiming to achieve 
breadth of clinical experiences across training. He argues that this would help 
Psychologists to develop a secure therapeutic identity and better equip them with the 
types of psychological skills needed for activities like consultation. A blueprint has 
recently been devised in America that describes the competencies needed for 
consultation work (Arredondo et a l, 2004) and it is likely that consultation activities 
in the United Kingdom will soon be underpinned by standards similar to the 
Supervisor Training and Recognition Learning outcomes (BPS; 2007a).
On a personal level, the ideas proposed by Lake resonate with my experiences and 
feelings about this method of working. I do not feel that I currently possess the skills 
needed to offer consultation and doubt that I will magically acquire these immediately 
after qualifying. However, at the same time I can sympathise with the training 
providers who have to correspond to the British Psychological Society’s agenda and I 
will therefore have to pursue a post-doctoral qualification in order to deliver this skill 
effectively.
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Ethical issues in consultation
Throughout this essay, consultation has been portrayed as a beneficial activity, with 
little consideration paid to some of the ethical issues associated with it. Similar to 
earlier concerns about appearing ‘fraudulent’ (Lake, 2007c), there is a danger that 
consultants could operate outside their area of expertise during consultation work 
(Clayton & Bongar, 1994). Tt is therefore important that consultants are honest about 
their limitations and seek help when necessary. Whenever possible, Psychologists 
should engage in peer consultation to discuss their concerns but this is not currently a 
mandatory aspect of Psychologists’ Personal and Professional Development 
commitments (Davies & Coleman, 1999). Another dilemma concerns the 
assumptions that the consultant brings to the work (Parsons, 1996). Parsons states that 
consultants should take care not to make judgements based on their own world-view, 
at the expense of cultural or religious differences that may be raised during the work. 
Cultural consultation is a rapidly developing field, so mental health practitioners need 
to consider these ideas during their work (e.g. Kirmayer et a l, 2003). Another area of 
ethical concern pertains to the relationship between the consultant and the consultée. 
Clayton and Bongar (1994) discuss the importance of confidentiality and informed 
consent when working in this way. They argue that it is important that the consultant 
explains to the consultée the service they can offer and the associated boundaries. 
Another relational issue concerns the use of power within the consultative frame. 
Parsons (1996) warns against potential abuses of power and suggests that the 
consultée should be able to participate voluntarily and terminate the contract at any 
time.
Whilst reading the literature, T have been struck by the lack of consideration that has 
been paid to service users’ opinions of consultation work. Clients might feel 
aggrieved about having their personal details discussed with other professionals and T 
would imagine that this process is often inadequately explained to them. It is 
therefore vital that professionals explicate the limits of confidentiality and seek the 
client’s consent before any consultation-based activity is initiated. If the client does 
consent to be discussed within a consultation meeting, how does this then influence 
the dynamic between the client and the professional? It might be possible that this
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could result in the client perceiving the staff team as unable to cope with their 
problems and this could serve to perpetuate beliefs that nobody can contain their 
problems or experiences. A final ethical issue concerns how different social groups 
will be influenced by the proposed changes to psychology services. As mentioned in 
my introduction, differences in service provision exist across NHS and independent 
services, meaning that you are more likely to receive a direct psychological 
intervention if you can afford to pay for it. Tf indirect models of working become 
more common within the NHS then certain social groups (i.e. people from deprived 
areas) could be denied access to appropriate psychological services. Furthermore, 
how professionals respond to these policy changes may influence the standard of care 
received by NHS clients. For example. Psychologists who prefer direct models of 
working may opt to work in private practice rather than adhering to the new agenda. 
Although clearly a worst-case-scenario, if psychologists refuse to adopt these indirect 
models then this could lead to more privatised psychology services that are only 
available to wealthy individuals.
Conclusions
It is interesting that Psychologists were urged to offer more indirect methods of 
working (including consultation) two decades ago (MAS report, 1989; MPAG report, 
1990), yet the profession has failed to respond to these policy shifts (Norcross et at. 
2005; Watkins et al. 1986). More recently, the New Ways of Working project groups 
(BPS: 2007) have reinforced this message and it will therefore be interesting to see 
whether Clinical Psychologists embrace this challenge or not. There are various 
barriers that prevent people from seeking help and many reasons why Psychologists 
shirk their consultative responsibilities. Most pertinent of all is the lack of training in 
consultation delivery throughout clinical psychology training. If Psychologists are to 
respond to the government’s agenda, then more thought needs to be given to 
developing these skills (and indeed other skills, such as leadership) within doctoral 
courses. However, it is important that the use of consultation can be justified (with a 
sound evidence-base and better regard for ethical considerations) before consultation 
becomes a key method of working for Clinical Psychologists.
37
References
Arredondo, P., Shealy, C., Neale, M. & Winfrey, L.L. (2004). Consultation and 
interprofessional collaboration: Modeling for the future. Journal o f Clinical 
Psychology, 60(7), 787-800.
Barnes, B., Ernst, S. & Hyde, K. (1999). An introduction to groupworlc: A gt'oup- 
analytic perspective. Wiltshire: Antony Rowe Limited.
Berry, K. (2007). Psychology services in psychiatric rehabilitation: Service user 
needs and staff perceptions. Clinical Psy’chology and Psychotherapy, 14,244-248.
Blake, R.R. & Moulton, J.S. (1983). Consultation: A handbook for individual and 
organizational development edn). Reading, MA: Addison.
Blake, R.R. & Moulton, J.S. (2000). The consulcube: Strategies for consultation. In 
Golembiewski, R.T. (Ed.) Handbook o f organizational consultation (2"  ^ Edition: 
pp. 87-92). New York: Marcel Decker Incorporated.
British Psychological Society (1998). Division o f Clinical Psychology: Guidelines for 
clinical psychology services. Leicester: British Psychological Society.
British Psychological Society (2002). The British Psychological Society Division o f  
Clinical Psychology briefing paper number 18: Clinical psychology in services for 
people with severe and enduring mental illness. Leicester: British Psychological 
Society.
British Psychological Society (2007a). New Ways o f Working for applied 
psychologists in health and social care. The end o f the beginning: Summary report. . 
Leicester: British Psychological Society.
British Psychological Society (2007b). New Ways o f Working for applied 
psychologists in health and social care. Working psychologically in teams. Leicester: 
British Psychological Society.
Brown, A. (1984). Consultation: an aid to successful social work. London: 
Heinemann Educational Books Limited.
Brunning, H. & Huffington, C. (1990). Jumping off the fence: Developing the 
consultancy model: Clinical Psychology Forum, 29, 31-33.
Brunning, H. & Huffington, C. (1991). After the jump- what next? The thrills and 
spills of internal consultancy. Clinical Psychology Forum, 35, 33-35.
Brunning, H. & Huffington, C. (1994). The “consultancy model”: empowering 
ourselves and our clients; Clinical Psychology Forum, 73,28-29.
38
Caplan, G. (1970). The theory and practice o f mental health consultation. New York: 
Basic books.
Caplan, G. (1995). Types of mental health consultation. Journal o f Educational and 
Psychological Consultation, 6(7), 7-21.
Caplan, G., Caplan, R.B. & Erchul, W.P. (1994). Caplanian mental health 
consultation: Historical, background and current status. Consulting Psychology 
Journal, 2-12.
Cheseldine, S., Manders, D. & McGowan, C. (2005). The role of consultation clinics 
in services for children and young people with learning disabilities and/or autism. 
Child and Adolescent Mental Health, 10(3), 140-142.
Clayton, S. & Bongar, B. (1994). The use of consultation in psychological practice: 
Ethics, legal and clinical considerations. Ethics and Behavior, 4(1), 43-57.
Davies, J. & Coleman, B. (1999). Peer consultation: More than just a trip to the pub? 
Clinical Psychology Forum, 131, 13-16.
Day, A., Thurlow, K. & Woolliscroft, J. (2003). Working with childhood sexual 
abuse: A survey of mental health professionals. Child Abuse and Neglect, 27, 191- 
198.
Department of Health (2004). Agenda for Change- final report. Norwich: The 
Stationery Office.
Dowling, Z. & Manning, M. (2004). Consulting with an assertive outreach service 
using a reflecting team approach. Clinical Psychology, 44,22-25.
Freir, V. & Sutton  ^ E. (2003). Pilot evaluation of a clinical child psychology 
consultancy service to Highland region New Community Schools. Clinical 
Psychology, 31, 25-28.
Fryer, G.E., Poland, J.E., Bross, D. & Krugman, R D. (1988). The child protective 
service worker: A profile of needs, attitudes, and utilization of professional resources. 
Child Abuse and Neglect, 12,481-490.
Garfield, S.L. & Kurtz, R. (1974). A survey of clinical psychologists: Characteristics, 
activities and orientations. The Clinical Psychologist, 28(1), 7-10.
Gibson, G. (1976). Models of community mental health consultation. In D.J. Kurpuis 
& W. Tanning (Eds.) Psychoeducational Consultation. Bloomington, IN: Indiana 
University.
Gibson, G. & Chard, K.M (1994). Quantifying the effects of community mental 
health consultation interventions. Consulting Psychology Journal, 13-25.
39
Hill-Tout, J. (2005). Inside out: The perils and pleasures of internal consultancy. 
Clinical Psychology Forum, 154, 31-34.
Jones, S., Moss, D. & Holtom, R. (1997); A consultation service to adults referred as 
having mental health problems. Clinical Psychology Forum, 105,21-26.
Joscelyne, T. & Godwin, L. (2005). The consultation model in child and adolescent 
mental health: Not just for waiting lists. Clinical Psychology Forum, 156,17-20.
Kennedy, B., Covington, K., Evans, T. & Williams, C.A. (2000). Mental health 
consultation in a nursing home. Clinical Nurse Specialist: A journal for advanced 
nursing practice, 14(6), 261-266.
Kirmayer, L.J., Groleau, D:, Guzder, J., Blake, C. & Jarvis, E. (2003): Cultural 
consultation: a model of mental health service for multicultural societies. Canadian 
Journal o f Psychiatry, 48(3), 145-53.
Kurpuis, D.J. (1985). Consultation interventions: Successes, failures, and proposals. 
The Counseling Psychologist, 13(3), 368-389.
Lake, N. (2007a). Clinical Psychology: Developing skills in consultation- A team 
formulation approach. Clinical Psychology Forum (submitted).
Lake, N. (2007b). Clinical Psychology: Developing skills in consultation- Issues to 
consider. Clinical Psychology Forum {s\hmi\XQA).
Lake, N. (2007c). Clinical Psychology: Developing skills in consultation- Overview. 
Clinical Psychology Forum (submitted).
Lipton, R.B., Stewart, W.F. & Simon, D. (1998). Medical consultation for migraine: 
results from the American Migraine Study. Headache, 38(2), 87-96.
Lloyd, J. & Williams, B. (2004). Exploring the use of Cognitive Analytic Therapy 
within services for people with learning disabilities and challenging behaviour.
Clinical Psychology and People with Learning Difficulties, 2(2), 4-5.
Management Advisory Service (1989). Review o f clinical psychology services. 
Cheltenham: Management Advisory Service.
McDaniel, S.H., Wynne, L.C. & Weber, T.T. (1986). The territory of systems 
consultation. In L.C. Wynne, S H. McDaniel & T:T: Weber (Eds.) Systems 
consultation: A new perspective foi' family therapy (pp: 16-28). New York: The 
Guilford Press.
National Education of Scotland (2005). Psychology into practice: Developing a 
framework to support the improvement o f health: Report o f a national conference. 
Retrieved 23"^  ^November 2007 from: http://www.ncs. scot.nhs. uk/psvcholoi>v/papers/ 
documents/Conffeport-final. doc
40
Norcross, J.C., Prochaska, J.O. & Gallagher, K.M. (1989). Clinical psychologists in 
the 1980s: II. Theory, research and practice. The Clinical Psychologist, 42(3), 45-53.
Norcross, J.C., Karg, R.S; & Prochaska, J.O. (1997); Clinical psychologists in the 
1990s: I. The Clinical Psychologist, 50(3), 4-11.
Norcross, J.C., Karpiak, C.P. & Santoro, S O. (2005). Clinical psychologists across 
the years: The Division of Clinical Psychology from 1960 to 2003. Journal o f  
Clinical Psychology, 61(12), 1467-1483;
Obholzer, A. (1994). Afterward. In A. Obholzer & V. Zagier Roberts (Eds.) The 
unconscious at work: Individual and organizational stress in the human services 
(pp.206-210j. London: Routledge.
Parsons, R.D. (1996). The skilled consultant: A systematic approach to the theory and 
practice o f consultation. Needham Heights, MA: Allyn & Bacon.
Prior, H., Stirling, H., Shepherd, K. & Stirrat, J. (2003). Advantages of a staged 
consultation supervisory model for health visitors, from child clinical psychology. 
Clinical Psychology, 26,32-35.
Quarry, A. & Burbach, F.R. (1998). Clinical consultancy in adult mental health: 
Integrating whole team training and supervision. Clinical Psychology Forum, 120, 
14-17.
Schein, E.H. (1969). Process consultation: Its role in organization development. 
Reading, MA: Addison-Wesley.
Schein, E.H. (2000). Models of consultation. What do organizations of the twenty- 
first century need? . In Golembiewski, R.T. (Ed.) Handbook o f organizational 
consultation (2°  ^edn: pp.893-202). New York: Marcel Decker Incorporated.
Shullman, S.L. (2002). Reflections of a consulting counseling psychologists: 
Implications of the principles for education and training at the doctoral and 
postdoctoral level in consulting psychology for the practice of counseling 
psychologists. Consulting Psychology Journal: Practice and Research, 54(4), 242- 
251.
Stallard, P. & Sayers, J. (1998). An opt-in appointment system and brief therapy: 
Perspectives on a waiting list initiative. Clinical Child Psychology and Psychiatry, 
30,199-212.
Surrey & Borders Partnership NHS Trust (2007). Applied psychology strategy 2007- 
2011: Final consultation document. Frimley: Surrey & Borders Partnership NHS 
Trust
The Manpower Planning Advisory Group (1990). Clinical psychology project: Full 
report. London: Crown Copyright.
41
Vetere, A. (2006). Editorial: Bio/psycho/social models and multidisciplinary team 
working- can systemic thinking help? Clinical Child Psychology and Psychiatry, 
720,5-12.
Watkins, C.E., Lopez, F.G., Campbell, V.L. & Hammel, C.D. (1986). Contemporary 
counseling psychology: Results of a national survey. Journal o f Counseling 
Psychology, 33, 301-309.
Whitford, D.L. & Chan, W. (2007). A randomised controlled trial of a lengthened and 
multi-disciplinary consultation model in a socially deprived community: A study 
protocol BMC Family Practice, 8(38).
Wyime, L.C., McDaniel, S.H. & Weber, T.T. (1986). Systems consultation: A new 
perspective for family therapy. New York: The Guilford Press.
42
Problem-Abased Learning Reflective Account
The relationship to change 
Year 1 
March 2007
43
When we first met as a group I can remember feeling pleased that I was amongst such 
a diverse range of people. There was a good mixture of age, gender, sexual 
orientation and culture and I hoped that our presentation would reflect these 
differences. In terms of my initial impression of the task, I can remember feeling 
slightly perplexed. We were provided with minimal information and some group 
members felt that the presentation instructions weren’t prescriptive enough. However, 
we soon realised that the task was deliberately vague in order to encourage us to 
explore a variety of perspectives.
In preparation for this reflective account, I have performed a content analysis of the 
group minutes and my personal reflections in my learning journal. This has been an 
interesting activity and has been useful for me to identify themes that have occurred 
throughout the process. The group coped with the uncertainty of the task by initially 
setting each another homework so that we had more ‘concrete’ facts to discuss. 
Although we collectively researched a wide evidence base, we quickly decided on the 
main presentation theme and this focus remained throughout our meetings. 
Subsequent sessions involved refining our ideas and making rather minor tweaks to 
the presentation content.
I feel it is important to reflect on the change in the group when our facilitator was 
present or absent. Our sessions were calmer, structured and more formal when the 
facilitator was present and it was interesting that some members of the group seemed 
to enjoy these sessions more than others. I personally preferred it when our facilitator 
was present because everyone took their turn to speak. I think the group dynamic 
changed across these situations because of the ambiguous nature of the task and some 
group members disliked the uncertainty it provoked in them.
One of the issues that emerged throughout the process was that we had a dominant 
member of our group. I found this frustrating at times, particularly when I was in the 
role of chairperson. This dominance was well-managed by our facilitator but we 
sometimes struggled to control this when we met alone. Myself and two other group 
members privately discussed this power imbalance and raised this issue in the next 
meeting. It was difficult to know how to approach the topic without offending anyone
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so we discussed how the past couple of sessions had felt chaotic and that perhaps the 
chairperson should take more responsibility for managing the group’s behaviour. In 
session six, our presentation ideas were put on hold and we devised some rules that 
the chairperson should follow. This was perhaps a task we should have carried out 
earlier but we were so fixated on the presentation that the group dynamics were not 
initially a priority. With hindsight, I am glad that this issue was brought up and 
handled in a sensitive manner. Subsequent sessions have been fairer and calmer and 
this discussion has helped us to communicate as a group.
In my reflective journal, it seems apparent that I have adopted a rather submissive and 
watchful role in the group. I feel it is important to reflect on this because such a style 
is not normal for me. I think my apprehension in the group stems from my 
insecurities around my clinical experience; I feel that the other group members are far 
more experienced than me. Nevertheless, this shouldn’t have prevented me from 
participating in the group and I have recently been trying to make more contributions 
during discussions. This experience has given me a unique insight into what it must 
be like for some clients to participate in groups. These individuals may feel that they 
have inadequate knowledge and view the group facilitators as the ‘experts’. When I 
run a group on my placement, I will aim to ensure that everyone feels that they can 
contribute and be respected.
Another interesting factor that influenced the group dynamic was the addition of a 
new member from session four onwards. It was not until session six, when our 
facilitator was present, that we formally introdueed the new member to the group. 
This process made me realise how little consideration myself and the other members 
had given to the implications of allowing a new member to join. As our faeilitator 
pointed out, this change might influence our feelings about the group and would 
certainly result in less time for each of us to speak. I can remember feeling cross 
about how the decision was made and the lack of consultation around this matter. We 
did not meet as a group to discuss the issue and were just informally asked (one hour 
before the group were to meet) if it was OK for the new member to join. I felt obliged 
to agree and would have liked to have more time to have thought this issue through. 
This experience resonates with my clinical experience on placement, as I can
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understand how clients may sometimes feel pressured to allow both a trainee and their 
supervisor to conduct an assessment. My awareness of this issue has enabled me to be 
open with clients and allow them to make an informed choice about whether or not 
they wish to be seen by two people, or indeed by a trainee.
In our initial sessions, we were focused on our personal experiences of change. This 
focus primarily centred on changes we had made to get onto the course. However, it 
was acknowledged that this experience of change was different for each of us and that 
we hold different relationships & attitudes towards change. Sometimes we actively 
embrace change, resist it or are unaware that change has occurred. This was an 
important idea to us as a group and one that we used in our presentation. 
Understanding cliange as a dynamic process has been useful for me as a practitioner. 
Some of the clients I have worked with have been scared or fearful of change, while 
others have been unable to articulate what change may look like. My personal 
experiences, and our group discussions, have been valuable when trying to understand 
these viewpoints.
As our discussions progressed, we focused more on what change would look like in a 
professional context. For example, there would be a change in how we are perceived 
on placement (as none of us had ever experienced the role of ‘trainee clinical 
psychologist’ before) by both co-workers and clients. We had- some interesting 
debates about how it is impossible to differentiate change on a personal and 
professional level because the two constantly interact. This discussion has been useful 
for me when working with clients, as I have been aware of the impact of personal 
change on the client’s family, friends and wider social networks. Finally, our 
discussions shifted to a more client-oriented focus and we began to consider how we 
could be instrumental in inducing change (hopefully for the better! ) in them. Roth and 
Fonagy (2005) posit that the therapeutic alliance is a key moderating variable in the 
process of change. Factors such as rigidness, uncertainty and being critical or over­
structured were cited as damaging to forming a sound relationship with a client. The 
authors also list factors that promote a good therapeutic relationship, such as warmth, 
empathy and reflection. This information has been influential for my own clinical 
practice and has made me more aware of how I communicate with clients.
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Another model of change that we investigated was Prochaska’s and DiClemente’s 
(1983) Stages of Change model. This is a sequential model with five stages (pre- 
contemplation, contemplation, preparation, action and maintenance). The authors 
argue that the way the therapist engages with clients depends on the stage they are 
currently in. This model, although perhaps a little simplistic, is useful for clinical 
practice. I have recently attended some workshops on motivational interviewing and 
the Stages of Change model is integral to this approach. These workshops have been 
useful for me to operationalize the theory in a clinically-relevant way. However, 
although we touched upon this model within our CDG debates, we decided not to use 
this in our presentation. We felt that this theory was the obvious framework of choice 
and we wanted to be more original in our thinking by utilising a model that better 
reflected our experiences of change.
One piece of theory that resonated with the group was MacDonald and O’Hara’s 
(1998) model for mental health promotion. The model suggests that there are 
different levels of influence on mental health, namely the micro (individual) level, the 
meso (workplace) level and the macro (govemment/intemational institutions) level. 
This systemic approach to change appealed to us and we decided to use this model as 
a framework for our presentation. We adapted it so that the micro level represented 
our experiences as trainees, the meso level represented changes within the university 
and the macro level represented changes in the British Psychological Society and the 
government. We talked about the ways in which change is bidirectional and can 
sometimes skip a level, rather than being sequential.
This model has been invaluable to my own clinical practice because it has enabled me 
to consider wider systems that influence the process of change. My initial placement 
broke down after three weeks because of funding issues (changes at the macro level) 
and this had implications for me (at the micro level) and for the university (at the 
meso level) because they had to find me a new placement. In addition, the closure of 
the service impacted on other services in the area and on a wider, macro context. The 
model has also been useful for thinking about clients’ relationship with change. The 
model reminds me of a theory I learned about as an undergraduate, Bronfenbrenner’s 
(1979) Ecological Systems Theoiy. This suggests child development occurs across
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three levels; the micro-system (the child’s biological & cognitive experiences of life), 
the meso-system (family, school and religion) and the exo-system (culture, society 
and local communify); Like the previous model, Bronfenbrenner suggests that these 
influences are bi-directional. This model is useful for understanding how issues of 
diversity and difference (e.g. culture) can influence the progression of change. The 
model has helped me to appreciate that I have a personal relationship with change and 
this is influenced by my own ecological system. Tt is important to reflect on these 
differences with clients and to not assume that client’s share the same world-view as 
me.
In terms of the actual presentation, our group used the micro/meso/macro model as a 
core theme. Because of time constraints, we decided to focus mainly on the micro 
level and only briefly touched upon the wider levels. The micro level included 
reflections on both personal change (we used baby photos to show how we had 
changed) and professional change (one group member did a video diary) and the 
relationship between the two. We also read out a quote, which we felt neatly reflected 
our views on change, and used articles o f clothing to visually demonstrate different 
responses to change across the three levels. Overall, I was pleased with the 
presentation that we delivered although perhaps we could have been more reflective 
about changes in the group dynamic. We probably failed to do this because we had 
only known one another for a few weeks, so it felt, safer to keep the group dynamic at 
arm’s length for fear of offending anyone. In terms of feedback on the presentation, 
another course member remarked that it was “a bit like tapas’’ in that it was full of lots 
of interesting, yet somewhat disjointed, snippets. With retrospect, we could have 
worked on making the presentation a bit more coherent but this was compromised by 
our desire to cram in lots of interesting ideas in order to keep the audience’s attention;
I have found this exercise extremely valuable because it has enabled me to think more 
widely about change and its consequences. I hope that these reflections can continue 
to influence my clinical practice over the next three years.
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When we were handed the Problem Based Learning (PEL) task, I remember feeling 
overwhelmed by the amount of information that was provided. The task centred on 
Mr and Mrs Stride, whose children had been taken into foster care. Mrs Stride was 
described as a 40 year-old woman with a mild learning disability while Mr Stride was 
a 26 year-old man who received special educational needs schooling. I can remember 
thinking that the Stride family were also likely to be feeling overwhelmed: they were 
surrounded by a network of fourteen professionals and T imagined that this must have 
felt terribly intrusive.
Although the task stated that our role was to devise a risk assessment and 
rehabilitation plan for the children, there was no prescribed agenda for us to follow. 
Rather than focusing on the strong emotions aroused by this case, our group began by 
considering the presentation format. We all felt that last year’s presentation was a bit 
dry and wanted to be more entertaining this year. Our ideas included a Panaroma- 
style presentation, a decision-tree, a court case or a Powerpoint show. With hindsight, 
it seems as though we focused on this concrete task to avoid discussing our emotional 
reactions. There was a senseof denial about any negative feelings we might have held 
about the case, as well as an overly-cautious use of language. I think this discomfort 
was evident in the group’s decision to use our presentation as an opportunity for 
theatrical comedy (we decided to act out a court-case), rather than dwell on the 
uncomfortable feelings arousedby the case.
This experience of skirting around sensitive issues has been replicated on my learning 
disabilities placement. Although I have not worked with any parents with a learning 
disability, I have been struck by how taboo it is to discuss sex with such individuals. I 
have recently co-facilitated a relationships group and experienced opposition from 
staff, parents and clients alike to discussing sex in this context. It seems as though no- 
one is prepared to discuss these sensitive issues with people with learning disabilities 
and their lack of knowledge is only scrutinized retrospectively during capacity 
assessments or Vulnerable Adults proceedings. Given the taboo around sex, I imagine 
that people with learning disabilities are often discouraged from talking about having 
children. I think that a valuable role of psychologists working in multidisciplinary
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teams is to broach difficult subjects; although it is concerning that our group struggled 
to discuss these issues!
Although we were quick to agree on the presentation format, die grOup spent the 
majority of our sessions fruitlessly debating minor intricacies. Our discussions were 
often circular, highly charged and frenetic. With hindsight, it seems ridiculous that we 
could become so upset over minor details but there were some strong feelings 
bubbling under the surface that prevented us from working effectively as a group. 
Following the introduction of our new facilitator, there was a reorganisation of roles 
within our Case Discussion Group (CDG) and this process of transition hit some 
members harder than others. There was a shift towards power sharing among group 
members, meaning that some people lost their authority while others gained power. 
This shift was noted by one of the (more powerful) members, who commented, ‘T 
liked it better when you were all quiet!” whilst we vehemently debated ideas. 
People’s responses to this change varied: some members coped by expressing 
indifference about the task, while others projected their discontent onto others by 
scape-goating fellow members.
It was clear that the group was feeling vulnerable and our attempts to work cohesively 
were failing. Bion (1961) suggests that there are three main defence mechanisms that 
groups resort, to when they feel anxious: dependence, pairing and fight or flight 
Retrospectively, it seems as though our group demonstrated features of the ‘fight or 
flight’ response. Our group behaved as it was being attacked and our debates were 
unregulated, meaning that only the person who shouted the loudest got their way. 
Some group members felt that disagreement was a positive thing and was indicative of 
group development. This view is echoed by Barnes et at. (1999)^ who argue that 
“personal and group de velopment can only occur if there is conflict within the group”
(p.61).
There were some interpersonal rifts, with some people feeling as though their work- 
ethic was being called into question. This caused certain individuals to occupy 
extreme positions in the group: for example, one individual who was perceived as 
working “too hard” was marginalised during the PBL process, leading to him
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expressing a preference to take on the majority of the workload independently. By 
adopting this extreme position, this confirmed the group members’ views that he was 
“work obsessed”, as well as antagonising their own insecurities that they didn’t work 
‘hard enough’ . While I didn’t  identify with either of these two extreme positions, it is 
notable that I failed to intervene to help resolve this conflict.
The PBL process has provided me with an experience of working with conflict, 
something I am bound to encounter during my professional career. It has also helped 
me to appreciate that different people have different organisational styles and 
pressures outside of their job, making it difficult to find a time when everyone can 
meet. These issues are evident within the NHS, when people have to juggle their 
various responsibilities to make time for team meetings.
Throughout our presentation, it was apparent that five members of the group 
empathised with the parents more, while two members felt more protective of the 
children. This bias was reflected not only in our presentation but also in our 
placement allocations: five members o f the group were on their learning disability 
placement. These different responses led me to consider how professional allegiances 
can distort perceptions. This is discussed by Chinn (2007):
'1 noticed that. when. a. mothei: with leaming disabilities whom 1. know tried to talk 
about her competencies and skills, the conference fitted this into a discourse o f 'denial 
o f difficulties’, which created further evidence against her suitability as a carer for 
her children. I  have also myself struggled as a learning disability psychologist in 
such a setting where the discourses o f child protection are so dominant to find a 
subject position which allows me to speak up for the parent with learning disabilities 
without being positioned as hot caring about threatened children’s safety ’ or ‘blindly 
and misguidedly advocating for disability rights - a version o f political correctness 
gone mad. ”
As exemplified by Chinn, working in a chosen field can organise our thinking about 
clinical cases. This was something I was keen to incorporate into our presentation but 
this idea was not included- possibly because we found it too uncomfortable to imagine
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ourselves being blinkered by our chosen speciality. Hopefully, we will be able to 
develop such reflexive skills over the course of training.
We eventually decided to split into sub-groups and research different areas. This was 
more productive but certain individuals were required to ‘project manage’ this activity 
in order to synthesise the different ideas. This meant that one or two group members 
(including myself) carried the main burden of the workload. At the time, T felt 
resentful about this but my primary motivation was to avoid having to play a large 
part in our presentation. This is because public speaking isn’t something that I enjoy 
and my acting abilities are very limited! There was a sense of ‘social loafing’ within 
the group, a process whereby individuals put in less effort when working in a group 
compared to when they work alone (Karau Æ Williams, 1993). The reason for this 
lack of motivation might have been fatigue (we were all in the process of handing in 
our dissertation ideas and some group members were anxious about this), lack of 
structure and lack of individuality in the group (Hoeksema-van Orden et a l, 1998).
Despite the various rifts that occurred, our presentation was a success. Interestingly, 
the group’s saviour turned out to be the person who was marginalised during the early 
stages of the PBL process. By drawing on his theatrical background, he was able to 
rescue our presentation and make it entertaining. This was a great relief for the less 
forthcoming members of the group as he stole, the show with his performance.. When 
we received feedback on our presentation, it was suggested that we had been good at 
considering Mrs Stride’s feelings but had failed to give Mr Stride a voice. From the 
outset of the PBL exercise, it was clear that there were a lot of negative feelings 
towards Mr Stride. Some members of the group expressed anger towards him for 
abusing his wife and for the lack of support that he offered Mrs Stride around the 
house.
It is interesting that this anger was enacted towards the only male member of our 
group during the PBL exercise, resulting in him becoming marginalised. 
Additionally, the group’s initial reaction to our new facilitator (who is also male) was 
to disregard his ideas without giving them any consideration. It therefore seems 
possible that there was a parallel process occurring in the group, whereby the female
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majority neglected to take the views of the male minority into account. This is a 
diversity issue that we have only superficially considered in our CDG but hasn’t yet 
been raised in the presence of our new facilitator. This mirrors my experience on 
placement, where diversity issues are often neglected because they are too painful. I 
have met clients (and indeed parents) who refuse to acknowledge that they (or their 
son or daughter) have a leaming disability. Barnes el a l (1999) suggest that it is 
important to give diversity issues a voice but it can be difficult for one marginalised 
individual to be able to speak out against a majority group. Hopefully, this can be 
properly addressed by discussing this in the presence of our facilitator.
In summary, there are strengths and weaknesses about the way our group approached 
this task. On a positive note, we produced a  polished presentation that entertained our 
audience and we received good feedback from the markers. We did well to consider 
Mrs Stride’s feelings and successfully conveyed how disempowered she must have 
felt. By splitting into small groups, we collected a wealth of information about child 
protection, how to support parents with a leaming disability. Vulnerable Adults 
proceedings and the influence e f  domestic violence on child development. Because 
we researched a wide evidence-base, we were able to consider altemative explanations 
and ideas: for example, we realised that many of the symptoms associated with 
emotional abuse and neglect (the reason why the Stride children were on the Child 
Protection register) are also indicative, of developmental delay. Thus, the twins may 
not have been ‘neglected’ at all but may instead have a leaming disability. The 
literature that we researched will be useful when I  move onto my child and family 
placement this year.
In terms of the weaknesses of our approach^ there was splitting in the group and 
interpersonal rifts. With hindsight, I wish we had paid more attention to the group 
dynamics. The group members disagreed on many issues and this led to time wasting, 
which I personally found very frustrating. This resulted in a minority of people doing 
most of the work, whilst others contributed very little. There was a sense of 
ambivalence towards the task and this was evident in our presentation as we chose to 
sit on the fence, rather than draw firm conclusions about the case. Finally, I think that 
we failed to adequately reflect on how we engaged with the PBL task and why we
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decided to create a light-hearted presentation out of some very moving material. On a 
personal level, I think that I contributed a lot to the task but feel frustrated that I 
wasn’t able to see the group’s flaws until after the event. On this note, I am grateful to 
have written this account retrospectively because I feel it has given me a better 
understanding of the way our group functions.
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This year’s Problem Based Learning (PBL) task focused on a 69 year-old man (Mr 
Nikolas) who was referred to the psychology team following concerns about his short­
term memory and his ability to remain safe in his current environment. Mr Nikolas 
divorced his wife (at her instigation) six years ago following 30 years of marriage and 
has been a relationship with his new partner, Mrs Edwards, for three years. He has 
two sons; one resides abroad while the other lives nearby. The son living locally 
recently accused Mrs Edwards of financial abuse and this led to Mr Nikolas’ ex-wife 
being granted Court of Protection responsibilities.
This PBL was a unique experience because we were asked to work in groups that 
comprised a mixture of third and second-year trainees. I can remember feeling 
excited by this prospect as I thought that working with a new mix of people would 
result in a more creative and thought-provoking approach to the task. This is 
particularly true because our Case Discussion Group (CDG) has historically struggled 
to be task-oriented since there is usually a mixture of strong and contrasting opinions 
in the group. The opportunity to work with new people in a small-group context also 
gave me a chance to step outside of my usual role in our CDG (which I would 
describe as quite passive) and try to be more active in group debates. I was 
immediately struck by the different atmosphere in the new group; we were able to 
debate ideas without arguing and decided on the presentation format by our second 
meeting.
In addition to the differences between this task and previous PBL activities, there were 
also some similarities. As in previous PBL tasks, our initial response was to feel 
overwhelmed by the amount of facts and different avenues that could be explored. 
We responded to this ‘information overload’ in a similar way to previous assignments 
by each going away and investigating an area of the task. We then met to present our 
findings and to discuss how best to utilise this information in our presentation. 
Although this process was important (the information we researched has been useful 
for me on my Older Adults placement), we did not want to simply regurgitate this in 
our presentation and we were keen to conceptualise the task in an original way. As a 
group, we were struck by how Mr Nikolas’ voice seemed to be absent in the case 
material and we wanted to explore why this might have happened. This realisation led
59
us onto a discussion about the importance of service-user involvement in decision 
making and we could all identify with experiences (as in the case of Mr Nikolas) of 
times when such involvement was tokenistic or even absent.
Since we wanted to make our presentation entertaining, we decided to dramatise our 
experiences of what we called ‘non-psychologically minded’ teams in the format of a 
multi-disciplinaiy allocation meeting where Mr Nikolas’ case was being discussed. 
To encourage the audience to think about how Mr Nikolas and his family might feel 
about this process, we engineered an imaginary scenario whereby Mr Nikolas and his 
family watched a video of the allocation meeting and reflected on this experience. 
Although we felt it unlikely that Mr Nikolas would be invited to the allocation 
meeting in practice, we hoped that our presentation would encourage the audience to 
reflect on the following issues:
® How might allocation/team meetings be different if service-users were 
present?
♦ How can we, as trainee psychologists, promote service-user involvement in a 
non-tokenistic way?
® What is the role of a psychologist in a non-psychologically minded team and 
how can we begin to negotiate these issues as trainees on placement?
1 feel that conceptualising the PBL task in this way was advantageous in a mixed- 
cohort group since it drew on experiences that we could all identify with, rather than 
having an explicit ‘older adults’ focus (which would have been less relevant to the 
second year trainees). We hoped that our presentation would encourage both us and 
our peers to think more carefully about how to negotiate these professional dilemmas 
when on placement.
In terms of the literature on service-user involvement, many key policies have argued 
that olients should be more involved in decisions about their care. For example, the 
Valuing People (Department of Health, 2001) white paper indicated that People with 
Leaming Disabilities (PLD) are often not involved in decision-making and aimed to 
change this through better communication and improved advocacy services. When I
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was on my PLD placement, I had the opportunity to attend one of the Valuing People 
working parties to see these ideas in practice. However, rather than witnessing the 
‘gold standard’ proposed, I felt that service-user involvement was rather tokenistic. 
For example, despite attempting to empower service-users through the provision of 
‘slow down’ signs, the meeting was fast-paced. It seemed as though the committee 
members with a leaming disability were reluctant to ask people to slow down and 
were not supported by professionals to do so. Another example of inadequate service- 
user involvement concems my experience of working at a medium-secure forensic 
unit. Despite codes of good practice highlighting the importance of service-user 
involvement in ward rounds being published (Wolf, 1997; 2000), all of the important 
decisions were agreed by the multi-disciplinaiy team without the client being present.
The disparity between expectations of service-user involvement and actual 
implementation has not gone unnoticed in the literature. A practice guide published 
by the Social Care Institute for Excellence (SCIE: 2006) argued that there is a 
dominance of consumerist models of service-user participation and one-off 
consultations are frequently the preferred method of ‘service-user involvement’. 
Rhodes and Nocon (1998) argue that such consultations have little hnpact on services 
and suggest that progress in service-user participation has been disappointing. Myers 
and MacDonald (1996) interviewed social workers about potential barriers to service- 
user involvement They found that difficulties exist on. a number of levels: fi:om. 
structural constraints (e.g. lack of funding), cultural differences (e.g. service-users 
may find it difficult to challenge the status quo of respecting a professional’s opinion) 
and practical difficulties. In the case of ward rounds, veiy^  few professionals appear to 
abide to codes of ‘good practice’ (Eracleous & Lawson, 2007). For example, 
Hodgson et a/. (2005) found that 34% of teams have a ‘pre-ward round meeting’ and 
patients commonly report feeling uninvolved in decision-making processes (Wagstaff 
& Solts, 2003; Van De Pol et al, 2005).
The combination of readily available instances of ‘bad practice’ on placement and the 
literature led our group onto a discussion about the role of psychologists in teams. 
Various initiatives (most pertinently. New Ways of Working: British Psychological 
Society, 2007) have argued that psychologists need to promote psychological thinking
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in teams, perhaps by introducing wider perspectives when discussing cases (Vetere,
2006). We wondered whether teams that fail to consider issues of service-user 
involvement are also less likely to adopt a psychologically-informed perspective to 
their work. This led us onto talk about our own membership of what described as 
‘non-psychologically minded’ teams and whether we had tried to challenge or abide 
by the status quo. Our conversations agreed with the literature in that attempting to 
introduce a different viewpoint can create tension within teams (McCourt, 2002) and 
it can be difficult to try to change things when you are in a minority position (Atwal & 
Caldwell, 2006).
This resonates with my own experiences, particularly my current (Older Adults) 
placement, which is based in a medically-oriented, physical rehabilitation service. On 
occasion, I have had concems about the way team members behave (particularly the 
language used to discuss patients) and it has been hard to know whether to challenge 
or ignore these issues. This has been a particularly difficult dilemma since my current 
supervisor is aware of the problem and has chosen not to address this. Consequently, 
I have felt unable to raise my concems and this has led to me feeling somewhat 
despondent and downhearted about this placement. Thankfully, at a recent whole 
programme away day, we discussed how trainees could be empowered to negotiate 
such difficulties and came up with some interesting solutions.
Overall, the PBL exercise has been a very refreshing and thought-provoking 
experience. I enjoyed working with new people and felt that we gelled quickly as an 
efficient group. I was relieved that the third-year trainees were not positioned as 
experts: rather, we all made diverse contributions that reflected our varying 
backgrounds and interests. T was also pleased with the way that our presentation 
worked out as it stimulated discussion about some important issues (service-user 
involvement and the role of psychologists in teams), whilst managing to be 
entertaining and original. I feel that the way we interpreted the PBL task was 
advantageous since it captured the interest and expertise of trainees at differing stages 
of their development.
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In terms of the disadvantages of the group’s approach, most notable is our disregard of 
some of the key issues pertinent to this case and we failed to come up with any 
tangible solutions that might help Mr Nikolas. However, one can only ever remain 
speculative when postulating solutions in a PBL task because it can be difficult to 
form a clinical opinion on case information alone. Thus, it could be argued that our 
wider approach to the task was more relevant. Another limitation of our presentation 
was that we were more concerned with entertaining the audience (through exaggerated 
acting out of team dynamics) and discussion of the issues raised, rather than drawing 
on the theory behind our ideas. In addition, we did not give much consideration to the 
group dynamics and could have thought more carefully about issues of difference and 
diversity (e.g. how the mix of second and third-year trainees may have influenced the 
way the group approached the task). With hindsight, we should have focused less on 
making our presentation entertaining and original and more on reflection and theory- 
practice links. We could have also thought more about generating solutions to the 
professional dilemmas raised in our presentation, although this was later considered at 
the whole-programme away day.
On a personal level, I valued the opportunity to work with new people and to 
experiment with a more active and assertive role in the group. This was important for 
me as I am one of the quieter members of our CDG and have found it difficult to 
depart from this position in the group. Having, the opportunity to challenge the status 
quo in this way has been useful for my own professional development as I now feel 
more confident in groups. I enjoyed taking a more dynamic role and contributed to 
the group by helping to shape the presentation format and by supporting a less 
confident member to participate. However, at times I feel I had a tendency to rush 
group decisions because of previous^ negative PBL experiences that stemmed from 
indecision. On reflection, I could have encouraged the debating of altemative 
perspectives, rather than trying to hurry the decision process.
This PBL has led me to reflect on how much I value service-user participation and I 
remain committed to challenge barriers to inclusion through my own clinical practice. 
For example, I prefer to write letters for clients and copy other professionals in 
(contrary to standard practice) and always involve clients in decisions about treatment
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options. In addition, I have an increased appreciation for the role of psychologists in 
promoting psychological thinking in teams. I have tried to achieve this through 
‘informal consultations’ with staff members and by modelling the use of appropriate 
language to discuss clients. I hope that I will continue to value these principles 
throughout my professional career and that I can develop my ability to put my ‘head 
above the parapet’ when I qualify.
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Summary of Personal and Professional Learning Discussion Group Process
Account I
From captains to navigators: The cockpit dynamics of our Case Discussion Group,
This process account explored four key themes that were pertinent to our Case 
Discussion Group during the first year of training (structure, challenging inequality, 
group roles and conflict). In our early meetings, we had numerous conversations 
about how best to use the group and eventually decided to use a formal structure (use 
of agendas and prepared case presentations), as well as rotating roles in the group 
(Chairperson, Presenter and Scribe) each meeting. In terms of challenging equality, I 
reflected on how some group members were more active within the group and drew 
on Berger a/, ’s (1977) theory of status characteristics and expectation states to make 
sense of this. Closely linked to this theme was how different members of the group 
adopted certain roles and I allied our group to the dynamics commonly observed in the 
cockpit of a plane (using a theory devised by Milanovich et a l , \  998). Similar to this 
model, our group had clearly defined roles; our facilitator assumed the position of 
Captain, one particularly outspoken member of the group was assigned as First 
Officer and the rest of us were Crew Members. I considered why these dynamics had 
developed and discussed how conflict/challenging the status quo eventually resulted 
in the dissolution of these roles. My other reflections concerned-how our facilitator 
influenced the group processes and how the group enabled me to develop both 
personally and professionally.
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Summary of Personal and Professional Learning Discussion Group Process
Account n
Changing times: From flying high to going solo.
My second-year process account of our Case Discussion Group discussed the 
challenges of welcoming a new member into an established group. Although this 
experience helped to develop our sense of group identity, we were perhaps not as 
welcoming to our new facilitator as we could have been. In the account, I reflected on 
a trend towards autonomy and independence in group members and it did not feel as 
though we depended on the group in the same way as we had in the first year. This 
was influenced by a number of factors, including feeling more secure in our abilities 
as developing clinicians, diverging interests, contrasting placement experiences and 
course-related pressures. As a consequence, the group members sometimes felt 
disillusioned and expressed ambivalence about the value of the Case Discussion 
Group process. I also considered how our new facilitator shaped the group and felt 
that he influenced the content of group discussions (he encouraged us to prioritise 
clinical or professional issues, at the expense of reflective issues). Our facilitator 
provided us with feedback about our contributions in the group, using Belbin’s (1981) 
model of team roles. While I was surprised by the roles that he allocated to me, this 
experience encouraged me to think about how we can assume different positions 
within groups, depending on context and group dynamics. With hindsight, I came to 
appreciate the advantages and disadvantages of the approaches taken by both of the 
facilitators we had worked with.
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SUMMARY OF CLINICAL EXPERIENCES
ADULT MENTAL HEALTH 
(September 2006-September 2007)
Trust; Sussex Partnership NHS Foundation Trust
Location: Community Mental Health Team (CMHT) and an Acute
Inpatient Unit 
Days on placement: 122
Presenting issues
Anxiety (including Generalised Anxiety Disorder), depression, parcopresis, low self- 
esteem, anger. Obsessive Compulsive Disorder (OCD), bulimia, panic attacks, alcohol 
problems, self-harming behaviour, psychosis, poor social skills and bereavement.
Assessments _________
Assessment tools used included the Trust’s risk assessment, HADS, CORE, Social 
Activities and Distress Scale, Rosenberg Self Esteem Scale, Schema Questionnaire 
(Revised), Eating Disorder Examination and the Yale-Brown Obsessive Compulsive 
Scale. Psychometric tools used included the WAIS-III, WTAR, WMS-III, the 
Cambridge Prospective Memory Test and the Rey Complex Figure.
Interventions
Models used included Cognitive Behavioural Therapy (CBT), behavioural, systemic, 
relapse prevention and CBT for psychosis. I also co-facilitated a “Talking Therapies” 
group on the inpatient unit (an open group based on Yalom’s Inpatient Group 
Psychotherapy principles) and an “Interpersonal skills” group (a 
psychoeducational/experiential closed group for people attending Assertive Outreach 
and the Rehabilitation and Recovery Service).
Other experiences
Attended regular psychology CPD events and monthly neuropsychology supervision 
group, presentation on PTSD delivered to psychology department, compiled a 
directory of local services for the inpatient ward.
PEOPLE WITH LEARNING DISABILITIES 
(September 2007-March 2008)
Trust: Surrey & Borders Partnership NHS Foundation
Location: Community Leaming Disabilities Team
Day& on placement: 60
Presenting issues
Depression, anxiety, psychosis, dementia, bereavement, interpersonal issues, fear of 
failing, challenging behaviour, social skills and obesity.
Assessments
Assessment tools used included the Adapted CORE, Six-Part Story, HALO, SHED 
autism scale. Functional Assessment Interview, Sexuality Assessment and the Inner
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Voices Questionnaire. Psychometric tests used included the WAIS-III and the Trust’s
Leaming Disability neuropsychology and dementia protocols.
interventions
Models used included Cognitive Analytic Therapy, Dialectical Behaviour Therapy 
(DBT) and behavioural theory. Co-facilitated a closed “Relationships group”.
Other experiences
Attended Valuing People meetings, monthly systemic peer supervision group, 
psychoanalytic supervision group, contributed to the Tmst’s neuropsychology 
protocol, capacity assessment.
CHILD AND FAMILY PLACEMENT 
(April 2008-September 2008)
Trust:
Location:
Days on placement:
Surrey & Borders Partnership NHS Foundation 
Child and Adolescent Mental Health Service / Primary 
Mental Health Team 
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Presenting issues
Tourette’s disorder, OCD, anxiety, behavioural difficulties (feeding, sleeping and 
‘challenging’ behaviour), depression, self-harming behaviour, anger, low self-esteem, 
traumatic brain injury, leaming difficulties, poor school attendance, attachment 
problems and psychosis.
Assessments
Assessment tools used included the SDQ, BYS, Spence Anxiety Scale and the Clark- 
Beck Obsessive Compulsive Inventory. Psychometric tests used included the WPPSI, 
WISC-IV, TEA-Ch, BADS, Strange Stories, Verbal Fluency, Rey Complex Figure 
and the Children’s Memory Scale.
Interventions
Approaches used included CBT, Systemic (including Narrative Therapy) and 
behavioural (behavioural management). Psychometric assessments with 5 clients.
Other experiences
Joint family work with a CAMHS Practitioner, qualitative semce evaluation of the 
Family Therapy service, contributions to team meetings.
Trust:
Location:
Days on placement:
OLDER ADULTS 
(September 2008-March 2009)
Surrey Primary Care Tmst
Physical Rehabilitation Service (Day Hospital and
Acute Medical Inpatient)
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Presenting issues
Bereavement, depression (including post-stroke depression), anxiety (including social 
anxiety), alcohol problems, dementia, Parkinson’s disorder, chronic pain, fear of 
falling, loneliness and risk issues (client had taken an overdose).
Assessments
Assessment tools used included the HADS, Impact of Events Scale-Revised, BHS, 
Geriatric Depression Scale and the Trust’s risk assessment form. Psychometric tools 
used included the CAMDEX, RMT, BADS, Verbal Fluency, WMS-III, WTAR and 
the R-BANS.
Interventions
Models used included CBT, reminiscence/life review, motivational interviewing. 
Acceptance and Commitment Therapy (ACT) and relapse prevention. I also co- 
facihtated a “Reminiscence and Life Review” group at the Alzheimer’s Society and 
pailicipated in a “Falls group” based at a day hospital.
Other experiences
Presentation about consultation to psychology department, consultation work with 
ward-based physiotherapists concerning why patients may become dependant on 
physiotherapy following a stroke, development of an information leaflet about the 
psychology service for patients.
ADVANCED COMPETENCIES PLACEMENT 
(April 2009-September 2009)
Trust: Sussex Partnership NHS Foundation Trust
Location: Early Intervention in Psychosis
Presenting issues
Psychotic symptoms (paranoia, delusions of grandeur, hearing voices and visual, 
hallucinations), anxiety (social anxiety and agoraphobia), panic, depression, anger, 
OCD, PTSD, family issues, interpersonal issues and difficulties recovering from 
psychosis.
Assessments
Assessment tools used included the HADS, BAI, CORE, Fear of Negative Evaluation 
Questionnaire, Social Evaluation Scale, Schema Questionnaire (Revised) and the 
BAV-Q.
Interventions
Approaches used included CBT (including CBT for psychosis). Family work, ACT, 
Schema-focused therapy, DBT and recovery models.
Other experiences
Attended monthly family work supervision groups, presentation to MDT on the links 
between attachment and psychosis, joint work with Early Intervention Practitioners 
when conducting family work interventions, consultation to team members.
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Summary of Adult Mental Health Case Report I
A Cognitive-Behavioural intervention for a 52 year-old lady presenting with 
parcopresis and Generalised Anxiety Disorder.
This case report describes an intervention with a 52 year-old lady (“Carol”) who was 
experiencing parcopresis (fear of relieving one’s bowels in the presence of others). 
Carol had experienced these difficulties since the age of 17, with some symptom-free 
periods, but the problem worsened when she married her second husband. The 
problem has prevents her from attending social occasions and she and her husband 
have not been on holiday for 20 years as a consequence. The difficulties were 
understood within a Cognitive Behavioural Therapy framework, with a view to 
reducing factors that were maintaining the problem, including Carol’s avoidance, 
ritualistic behaviour around using the toilet (smoking, waking early to relive her 
bowels) and family acceptance of the problem. As our work progressed, it became 
apparent that Carol’s problems could be understood in the context of her experiencing 
Generalised Anxiety Disorder (GAD). This reformulation led to me using ideas from 
Adrian Well’s cognitive model of anxiety (e.g. the role of positive beliefs about worry 
and the concept of ‘intolerance of uncertainty’). Despite responding to these ideas in 
sessions, Carol did not appear motivated to make changes and seemed to resign 
herself to the fact that her problem would never go away. She decided to terminate 
the intervention prematurely, stating that she did not feel she needed to come 
anymore. This ending left me wondering whether the consequences of change were 
too ^eat for Carol; particularly how solving her ‘problem’ might have influenced the 
power dynamic between her and her husband.
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Summary of Adult Mental Health Case Report H
The neuropsychological assessment of a 67-year old man presenting with chronic 
alcoholism  ^bipolar disorder and a recent frontal lobe injury.
This case report describes a neuropsychological assessment of a 67-year old man 
(“Martin”) presenting with chronic alcoholism, bipolar disorder and a recent frontal 
lobe injury. Martin was currently on an inpatient ward for assessment purposes. The 
focus of the intervention was to discern how Martin’s recent fall might have impacted 
on his cognitive functioning, with a view to dictating his care plan. Martin told me 
that he felt more ‘confused and muddled’ following his recent head injury and his 
sister suggested that he had become more irritable and ‘careless with his money’. In 
comparison, the ward staff wondered whether Martin was feigning the impairment, 
describing him as a cantankerous and manipulative man. The information from 
Martin’s history was plagued by inconsistency: his version of events (both about his 
fall and his general history) was in contrast to the file information. I understood these 
differences as Martin wanting to make a good impression on me. Various hypotheses 
were made about how Martin’s historical and current difficulties (chronic alcohol 
abuse, benzodiazepine addiction, bipolar disorder and a recent head injury) might 
influence liis cognitive profile. His scores on the neuropsychological test were best 
explained by considering the impact of alcohol misuse and his recent head inj ury and 
there was no evidence of malingering. The results were used to make 
recommendations for Martin’^s care plan, so that he could be helped to function 
independently in the community.
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Summary  ^of People with Learning Disabilities Case Report
A Cognitive Analytic Therapy (CAT) approach with a 43year-old woman with
interpersonal difficulties.
This case report described a Cognitive Analytic Therapy (CAT) approach with a 43 
year-old woman (“Beth”) with interpersonal difficulties. Beth was referred to the 
Community Team for People with Learning Disabilities following concerns that she 
had a tendency to ‘tell lies’. Beth said she had a tendency to ‘become muddled’ but 
felt the main problems were at home (feeling lonely and self-isolating) and at the day 
centre (she felt that staff sometimes ignore her and behaved inconsistently towards 
her). Beth told me that she has experienced intense and overwhelming emotions 
following the death of her Grandmother. The staff team struggled to understand 
Beth’s rapid mood swings and they wondered if she was ‘playing games’. The 
intervention was based on ideas from CAT and Dialectical Behaviour Therapy 
(including an adapted ‘activities list’ and mindfulness exercise). We worked together 
to devise a formulation to explain how Beth rapidly shifted between enacting different 
roles. The main reciprocal roles were Overwhelming-to-Overwhelmed, Perfectly 
Caring-to-Perfectly Cared For and Rejecting-to-Rejected. I drew on examples of 
times when these roles had been enacted within the therapeutic relationship to help 
Betb develop greater insight around her interpersonal difftculties. Furthermore, my 
supervisor and I also worked with the staff team to develop their awareness of Beth’s 
behaviour and to help them to adopt a more sympathetic attitude towards her. Beth 
reported that she had found the intervention helpful and her outcome scores improved 
over time. She continued having sessions with my supervisor after I left the 
placement.
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Summary of Child and Family Oral Case Presentation
*^ Not even Supernanny could cure my child”: Factors influencing poor parental 
adherence to a behavioural management sleep programme.
My oral case presentation was based on a piece of behavioural work conducted on my 
Child and Family placement. “Sammy” was a three year-old boy referred to the 
Primary Mental Health Team following concerns about sleeping, feeding and 
behavioural difficulties. I worked with Sammy’s parents (“Susie” and “Frank”) to 
devise a programme for his sleep difficulties (Sammy could not settle to sleep without 
Susie being there and often slept in his parents’ bed). Sometimes Susie gave into 
Sammy and let him stay in her bed; while at other times she would sleep in his bed 
with him. Frank described how Sammy refuses to let him intervene and will scream 
out for Susie if he tries to help. This means that Susie takes responsibility for Sammy 
during the night and she has a tendency to give into his demands because of 
exhaustion. The case was conceptualised in terms of a Sleep-Onset Association 
Disorder (SOAD), which developed as a consequence o f bio-psycho-social factors. I 
used a behavioural management approach (graduated extinction) to address Sammy’s 
difficulties, as well as attending to systemic/attachment factors pertinent to this case. 
As a result of the intervention, Sammy quickly learned to settle himself to sleep and 
started to sleep through the night However, Susie felt Sammy’s behaviour was 
“random” and a number of issues hindered progress (most pertinently, Susie’s 
decision to implement the techniques alone despite being five months pregnant and 
physically unwell). The couple went onto work with my supervisor after I left the 
placement.
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Summary of Older Adults Case Report
A Cognitive Behavioural intervention with an 86 year-old man presenting with 
emotional difficulties after a stroke.
This case report describes an intervention with an 86 year-old man (“Karl”) who was 
diagnosed with post-stroke depression. Karl experienced a right Middle Cerebral 
Artery infarct in 2006 and again in 2008. Prior to experiencing this, Karl had a history 
of exposure to trauma, having served in the German army during World War II. 
During this time, he witnessed many atrocities and experienced extreme guilt (and 
associated reparative behaviour) about his involvement with the Hitler regime. At 
assessment, Karl presented with severe low mood and anxiety, as well as exhibiting 
some cognitive difficulties (tangential speech, memory problems and feeling easily 
overwhelmed) acquired following the stroke. My approach to working with Karl 
drew on a Cognitive Behavioural Therapy model but I adapted these ideas (and used 
numerous memory aides) in view of his cognitive difficulties. Our intervention 
focused on reducing maintaining factors, such as Karl’s behaviour (social withdrawal 
and avoidance) and his negative thought processes (discounting the positive, putting 
himself down and catastrophising). Karl responded well to the behavioural aspects of 
treatment and his outcome scores reflected significant improvements with regard to 
feelings of depression and anxiety. However, Karl’s trauma-related guilt was a. barrier 
to addressing his cognitions and my reformulation centred on these concerns. Karl 
went onto work with my supervisor after I left the placement.
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Service Related Research Project
The challenges and experiences o f trainees pursuing clinical psychology training 
straight from their undergraduate degree
Year 1
September 2007
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Abstract
OBJECTIVES: This research explored four participants’ experiences of following a 
non-traditionai route into clinical training. For the purposes of this study, ‘non- 
traditional’ trainees were those that (a) progressed straight onto the clinical 
psychology doctorate from their undergraduate degree and (b) pursued clinical 
psychology as their first career. The aim of this research was to try to understand 
people’s experiences of pursuing this route into clinical training, with particular 
attention to the perceived challenges, positive aspects and the learning & supervision 
needs of non-traditional trainees.
METHOD: Participants ^engaged in a 30-minute telephone interview with the
researcher, which was audio-taped Interpretative Phenomenological Analysis (IPA: 
Smith et al, 1999) was then used to analyze the data.
RESUJ.TS: Three overarching and related master themes were revealed, which
reflected the experiences e f  non-traditional trainees in clinical psychology training. 
The potential advantages of accepting non-traditional trainees were highlighted, 
especially in terms of diversity and a flexible approach to learning. Differences in 
learning style were raised and this was considered in terms of supervision needs. 
Finally, a variety of barriers,  ^attitudes and assumptions were discussed, whick may 
prevent people from pursuing a non-traditional route.
CONCLUSIONS: These findings have implications on a national level (consequences 
for new accreditation models), a course-specific level (influence on selection policies 
and connotations for course providers who currently accept non-traditional 
candidates) and on an individual level (adaptation of supervision style and reflection 
of one’s learning needs).
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Introduction
Like any profession, clinical psychology has a variety of stereotypes and assumptions 
associated with it. Such stereotypes include who is most likely to be selected into the 
profession: Roth (1998) argues that the stereotypical trainee is a 27-year old, white 
female who has worked as an Assistant Psychologist. Recent government initiatives 
regarding workforce diversity (Department of Health, 2000) have implications for the 
National Health Service. Such policies have been instrumental in shaping selection 
procedures for clinical psychology and have resulted in some courses encouraging 
people from ‘non-traditionaP backgrounds to apply. Such non-traditional candidates 
include mature applicants, people from black and ethnic minority groups and 
individuals who apply in the fïnal-year o f their undergraduate degree.
This research is interested in the implications of accepting ‘non-traditional’ candidates 
who apply while they are still completing their undergraduate studies. It is anticipated 
that these non-traditional candidates will have acquired some clinically relevant work 
experience (for example, a year-long placement as part of their undergraduate degree) 
prior to applying for clinical training. For the purposes of this research, I use the term 
‘non-traditional trainee’ to describe people who meet the following criteria:-
• progressed straight onto training from their undergraduate degree and
• pursued clinical psychology as a first career.
Conversely, the term ‘traditional trainee’ will be used to describe an individual who 
did not follow this route into training; so applies to candidates who were accepted 
onto the doctorate a year or more after completing their undergraduate degree 
Candidates who have completed a different career path before entering the clinical 
psychology profession will also be described as traditional trainees.
The clinical psychology conlexi
Before considering non-traditional pathways in more detail, it is important to highlight 
the competition for places on clinical psychology training schemes. The course is a
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three-year practitioner doctorate, which is funded by the NHS and tends to be over­
subscribed: the Clearing House (2007) estimate that the overall success rate for 
gaining a place is 23%.
The Surrey context
The Surrey programme is one of 33 UK courses accredited to train Clinical
Psychologists. Like many other schemes, the course is a mixture of clinical (50%),
academic (30%) and research (20%) activities. The Surrey course actively welcomes 
applications from people from non-traditional backgrounds (including final-year 
undergraduates).
The 'non-traditionaV context
According to the Clearing House web-site (2007) only seven non-traditional 
candidates have successfully entered clinical psychology training in the past five 
years. At present, there are four non-traditional trainees currently in training, out of a 
total of some 1,700. Currently, only nine of the 33 accredited training providers
indicate that they will accept applications from this genre of non-traditional
candidates^ The courses who explicitly state they will not accept applications from 
non-traditional candidates often cite Graduate Basis for Registration (GBR) as a 
factor, or attribute this selection decision to stiff competition for places. Even the 
courses who state they will consider undergraduate applications often have terms and 
conditions associated with this, such as ‘if there is evidence of academic excellence’.
An analysis of the Clearing House statistics (personal correspondence, 1  ^November
2007) indicates that non-traditional applicants are at a disadvantage when it comes to 
obtaining a place on clinical training. Since 2002, approximately 100 final-year 
undergraduates have applied for training each year, with an average success rate of 
1.07%.
' These courses are Bristol, Birmingham, University of East Anglia, University o f Glasgow, Institute of 
Psychiatry, Southampton, Surrey, Leeds and University College, London.
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The aim of this research was to try to understand people’s experiences of pursuing a 
non-traditional route into clinical training, with particular attention to the perceived 
challenges, positive aspects and the learning & supervision needs of non-traditional 
trainees. It is hoped that a better understanding of these issues will be useful in 
providing the Surrey course team (and indeed other training courses) with an 
indication of how well they are catering for the needs of such trainees.
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Method
Participants and recruitment
The researcher posted an advertisement to recruit participants on the psyclick web-site 
and in the Psychologist magazine. Additionally, an email describing the study was 
sent to the nine courses who state they will consider non-traditional applicants. 
Interested participants contacted the researcher by email and were provided with more 
information about the study and the eligibility criteria. One participant was excluded 
because he failed to meet the inclusion criteria (that he had pursued clinical 
psychology as his first career). Participants were asked to complete a consent form 
(Appendix 1) before arranging a mutually agreeable appointment with the researcher.
A total of four participants were interviewed; two were undergoing training and two 
had recently qualified:-
Table 1: Participant information
Study name^ Age Gender
(M/F)
Year of 
training
Years
qualified
Lucy 24 F 3 N/A
Beth 24 F 2 N/A
Claire 26 F N/A 0.5
Jack 28 M N/A 2.5
Interview
A  semi-structured questionnaire was devised for this purpose (Appendix 2) but the 
aim was to be participant-led and flexible, rather than strictly adhering to this 
template. The interview schedule sought to explore each participant’s personal 
experience of being a non-traditional trainee, as well as considering factors such as the 
strengths and learning needs of non-traditional trainees, barriers to pursuing this route
 ^Pseudonyms have been used.
&5
and supervision needs. The questionnaire was piloted on a colleague to ensure that 
the questions seemed logical.
Procedure
All participants engaged in a 30-minute telephone interview with the researcher, 
which was audio-taped. Telephone interviews were selected because of the wide 
geographical location of participants. Following completion of the interview, 
candidates were thanked for their participation and informed that they would receive 
feedback via email once the data was transcribed and analyzed.
Analysis
Interpretative Phenomenological Analysis (IPA: Smith et al, 1999) was used to 
analyze the data. The rationale for selecting this technique was based on two factors. 
Firstly, the data represented a small and homogenous sample because the participants 
had followed a specific route onto the course. Secondly, I was aware that my own 
experience of pursuing this route into training would influence the research. This 
experience may lead me to value the positive factors associated with being a non- 
traditional trainee more than the perceived challenges. I wanted to be reflective and 
transparent about this and felt that IP A would be the best method to achieve this. 
Telephone interviews are suitable for use in IPA studies because this method is not 
concerned with how things are said (non-verbal cues) but instead with what is said. 
However, I was cautious that telephone interviews might not be the best way of doing 
IPA (personal communication from J. Smith, 26* February 2007) but persevered with 
this approach because of the aforementioned practical constraints.
The transcripts were read repeatedly in order to identity themes across and within the 
data. I used the left-hand margin to annotate key points arising from each transcript 
while the right-hand margin was used to document emerging theme titles. Sub-themes 
were grouped coherently and supported by quotes to demonstrate where the 
interpretations had arisen. This process was repeated for each transcript and the most
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relevant themes were used to construct a master themes table, which forms the basis 
of the results section.
Results
Interpretative analysis revealed three overarching and related master themes reflecting 
the experiences of non-traditional trainees in clinical psychology training; ‘challenges 
of entering training and undergoing training’, ‘contribution of non-traditional 
trainees to clinical training and the profession’ and ‘learning style and impact on 
supervision’. Within each master theme, several more specific sub-themes were 
identified, as shown in the following table;-
Table 2: Master themes
Master themes Sub-themes
(1) Challenges of entering training and 
undergoing training
Barriers to entering training via a 
non-traditional route
Assumptions, attitudes and reactions to 
non-traditional trainees
Challenging the label of being a 
non-traditional trainee
(2) Contribution of non-traditional 
trainees to clinical training and the 
profession
Non-traditional trainees increase 
diversity on the course
Non-traditional trainees have a fiesh and 
flexible approach to learning
Non-ti aditional ü ainees can offer die 
NHS more years of service
(3) Learning style and impact on 
supervision
Non-traditional trainees are more 
academically-minded
Non-traditional trainees may feel less 
confident about die clinical aspect of 
training
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(1) Challenges of entering training and undergoing training 
Barriers to entering training via a non-traditional route
Some training courses actively state that they will not accept applications from non- 
traditional candidates.
Jack; ... there were a few courses that discouraged me from even applying as an 
undergraduate.
This led the non-traditional trainees to think very carefully about where they should 
apply. One participant believed that more ‘reflective’ courses might be more likely to 
accept non-traditional applicants.
The non-traditional trainees faced additional challenges when trying to pursue this 
pathway into training. Because they received conditional offers, they felt under 
pressure academically in their final year. It was difficult for the participants to 
balance interview preparation and revision during the application process, as 
interviews often coincided with their summer exams. The interviewees also felt 
isolated during the application process, compared with traditional applicants. This is 
because they didn’t  have access to regular clinical supervision and assistant groups 
whilst undergoing the interview process.
Beth: And also things like, erm, support networks as well because Assistant 
Psychologists know each other and it seems to be quite a big network o f people that 
know each other. So once you get into that circle o f people, people can help you and 
share information and things like that between each other... I  kind o f only had my old 
supervisor to kind o f tell me what clinical psychology is about.
Assumptions, attitudes and reactions to non-traditional trainees
The participants suggested that rumours exist to perpetuate the idea that it is virtually 
impossible to get onto clinical training.
Jack: ...you hear so many horror stories about how difficult it is to get onto the 
training.
This means that the notion of applying before completing your undergraduate degree 
is often met with incredulity.
Claire; 1 think people were just a bit like, “are you bonkers?! You know, why are you 
doing this? ”
The participants experienced such reactions across a variety of settings and contexts. 
These included the university careers service, personal tutors and local assistant 
groups.
In terms of the experience of being a non-traditional trainee undergoing clinical 
training, the participants received mixed reactions from their peers. These responses 
included being supportive, surprised, jovial and resentful. Lucy described how one of 
her placement supervisors was concerned that she would have an overly optimistic 
view of the NHS as a consequence of her route into training. In addition, non- 
traditional trainees were often construed as having less clinical experience than their 
peers by both supervisors and course team members.
Lucy; The course team kind o f drew attention to the fact that I had what they termed 
as less experience than anybody else on the course- in terms o f life experience and 
clinical experience.
Challenging the label o f being a non-traditional trainee
The assumptions and reactions that the non-traditional trainees were faced with 
provoked counter-reactions in these individuals. The participants felt a greater need 
to prove themselves and this was coupled with an extra determination to succeed on 
the course. Non-traditional trainees were also more prone to engage in social 
comparison with their peers, both during and after the application process. One 
participant described how she felt like an ‘imposter’ on the course.
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Claire: I  had the kind o f “imposter syndrome ” thing, as we called it.
However, the non-traditional trainees often challenged the assumptions they were 
faced with. They argued that it is impossible to generalize about what a specific route 
into training represents because each individual has such diverse experiences and 
qualities. Lucy believed that she had followed a ‘traditional’ route into training, just 
a somewhat ‘sped-up’ version. Tn addition, the participants suggested that it is the 
quality of the experience, and not the quantity that counts.
(2) Contribution of non-traditional trainees to clinical training and the 
profession
Non-traditional trainees increase diversity on the course
Participants suggested that encouraging non-traditional applicants to apply would 
improve diversity (in terms of age and experience) on the course. Beth debated 
whether the selection o f non-traditional candidates could reduce the feeling of 
‘cliques’ within the profession.
... it can be a little bit cliquey I  found- accepting people ft'om traditional routes- so you 
might fm d that they’re not really reaching their diversity criteria.
Non-traditional trainees have a fresh andflexible approach to learning
A  further advantage of accepting non-traditional candidates concerns their approach to 
learning. Two participants felt that such individuals are more fresh and flexible in 
terms of their learning. This could be advantageous for the training provider as they 
might be more likely to adapt their style to match the course ethos.
Claire: I  suppose i f  you’re non-traditional ...you’re at, at an earlier stage in terms o f  
developing yout' style and perhaps you’re ... a bit more kind o f hiouldable’.
Furthermore, non-traditional trainees may possess ‘youthful enthusiasm’ and this
90
might provide them with an edge when it comes to relating to young people on their 
placements.
Non-traditional trainees can offer the NHS more years of service
Another contribution that non-traditional trainees make to training is that they can 
potentially offer the NHS more years of service. This is an important consideration, 
especially given the amount of financial investment that the NHS offers each trainee.
(3) Learning style and impact on supervision
Non-traditional trainees are more academically-minded
In terms of learning style, non-traditional trainees were portrayed as being more 
‘academically-minded’ when compared with traditional trainees. This included being 
used to organising and structuring their time, meeting deadlines & being familiar with 
the format and style o f academic assignments. Although such a learning style might 
confer an advantage for non-traditional trainees, Claire suggested that such individuals 
might sometimes be susceptible to ‘academic burn-out’.
/  dread to think how many hours o f the last seven years have been spent reading, 
writing essays, doing all that stuff.
This learning style has implications for supervision and the participants suggested that 
non-traditional trainees may require a more educational, structured and supportive 
supervision style, especially at the beginning of training.
Jack: ..your supervisor’s gonna need to take on more... o f a teaching, educating role 
to begin with in terms o f some o f the clinical models.
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Non-traditional trainees may feel less confident about the clinical aspect of training
The participants pondered whether non-traditional trainees may feel less confident in 
the clinical aspect of training. Beth suggested that the supervision style offered to 
non-traditional trainees should account for this by allowing individuals to be reflective 
and open about any assumptions they might hold.
I  think that it would be important as well that maybe the supervisor be open and allow 
the trainee to be reflective as well because they will, I  think i f  you haven 7 worked with 
certain populations or you’re not very> experienced clinically then you might have 
assumptions that you bring to the work.
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Discussion
This research has been useful in highlighting the contributions that non-traditional 
trainees make to clinical training, as well as drawing attention to some of the 
challenges associated with this route. It is evident that barriers exist to prevent 
people from pursuing a non-traditional pathway onto the course. These are most 
pertinent at the level of selection, with the majority of courses refusing to consider 
applications from non-traditional trainees. Although it is apparent that competition for 
places is fierce, it is noteworthy to mention that each of the participants I interviewed 
acquired a wealth of experience before applying. Each individual possessed between 
1.75-2.5 years of clinically relevant work experience before getting onto the course. 
This experience had been obtained over a period of years, evidencing a true 
commitment to clinical psychology. Despite showing dedication to the profession at 
an early age, these candidates were restricted in terms of the courses they could apply 
to because of the existing selection policies currently in place
Setvice-related impUcaiions and recommendations
On a national level, more education is required to challenge the assumptions and 
attitudes that exist about non-traditional applicants so that they can be given a fair 
chance during the selection, process. Clearly, it is not appropriate to advocate that 
every non-traditional applicant be considered but it is important that courses do not 
discriminate against individuals who have accrued a multitude of clinically relevant 
experiences prior to completing their undergraduate degree.
This research has implications for the new models of accreditation currently being 
considered, the most popular of which is the “New Roles” model (e.g. Lavender & 
Hope, 2007). This consists of three progressive qualifications between undergraduate 
studies and the clinical psychology doctorate. Upon completion of each stage, 
individuals choose whether to stay at this level or to progress onto the next. This 
model has implications for this particular non-traditional route as it will cease to exist 
under the current proposals. Although there are some benefits of this proposed
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pathway, there is a danger that potential applicants will be discouraged by the 
longevity of the qualification process.
This research also has implications for the course providers who currently accept non- 
traditional candidates. Certain differences in the learning style and supervision needs 
of non-traditional trainees have been raised and these considerations will be useful for 
the courses currently training such candidates. Course providers should reflect on 
these factors when considering the suitability of placements, especially in the first 
year of training. Clinical supervisors should also be prepared to adapt their 
supervision style, as non-traditional candidates may feel less confident about their 
clinical skills.
Limitations & directions fo r  future research
Since very few people have pursued a non-traditional route, the sample size available 
was restricted. It is therefore imperative that this account is not portrayed as 
representing everybody’s experience o f following this pathway into training. Indeed, 
there was variability (in terms of personal experiences) even across the four 
participants. Additionally, this research only offers one perspective (that of being a 
non-traditional trainee) and does not consider how other individuals (follow trainees, 
course team members etc) perceive this issue. It would be interesting- to probe these 
perspectives and compare them with the current findings.
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Appendix 1
Consent form
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informed consent for participation in a study investigating non-traditional
routes into ciinicai training
Researchers: Katy Lee (Trainee Ciinicai Psychologist), Dr Tushna Vandrevaia 
(Research Tutor) and Ms Mary John (Programme Director)
University of Surrey
You are invited to take part in a study investigating non-traditional routes into clinical 
training. More specifically, 1 am interested in individuals who:-
(a) Progressed straight onto ciinicai training from the final year of their undergraduate 
degree without a break and
(b) Pursued clinical psychology as a first career
As a participant, you will be asked to engage in a telephone interview of approximately 30 
minutes duration. You will be asked about the challenges and positive aspects of 
accepting non-traditional candidates into training, as well as your own personal 
experiences. The interview will mainly focus on your experience as a fra/nee when 
pursuing such a non-traditional route into training. The interview will be conducted in a 
private room and will be recorded via audiotape. This data will be kept in accordance 
with the Data Protection Act and will be destroyed three months after the study is 
completed.
If you take part in this study, you will remain completely anonymous. You will not be 
asked to state your name In the interview and none o f the information collected will be 
seen by anybody other than the researchers. Your answers will be used only for the 
research, and nobody will know your individual answers to any of the questions. If you 
take part, you can be assured that all data collected will be treated in the strictest 
confidence. If you have further questions please email kathrvn.Iee@surrey.ac uk.
If you decide to take part in this study, you will need to sign the consent form below, but 
you will still be free to withdraw from the study at any time and the information you have 
given will no longer be used.
Please feel free to ask any questions you have about the research.
Please circle Yes or No to the follow ing five statements:
1 confirm that 1 have pursued such a non-traditional route into clinical training (as
described above) Yes / No
1 confirm that 1 understand the information above and have had the opportunity to ask 
questions
Yes / No
1 understand that my participation Is voluntary and that 1 am free to withdraw af any time, 
without giving any reason, and without my rights being affected.
Yes/No
1 agree to the interview being audio4aped for transcribing purposes. Yes / No
1 consent to participate in the above study. Yes / No
97
Signature_______________________________ Date
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Semi-structured questionnaire
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SERVICE EVALUATION INTERVIEW GUIDE
Thank you for agreeing to participate in this study. This research is investigating the 
implications of accepting non-traditional candidates into clinical training.
This telephone conversation will last for no longer than 30 minutes and is being audio­
taped so that your answers can be fully transcribed and analyzed. All of the information 
you give me is completely confidential and anonymous.
Before we go onto the questions, I want to quickly remind you of what I mean by 
‘traditional’ and ‘non traditional’ trainees.
Traditional trainees are those that have worked in clinically relevant settings (e.g. as an 
Assistant Psychologist, a Research Assistant, or done a Masters or PhD) before applying 
for the course.
When I talk about ‘non traditional’ trainees, I am referring^ to
(a) individuals who progressed straight onto the doctorate from their undergraduate 
studies and
(b) have pursued clinical psychology as their first career 
OK, I am now going to proceed with the questions...
• Can you tell me about the nature and duration of the clinically relevant work 
experience you obtained before progressing onto the doctorate?
• Do you feel that this work experience adequately prepared you for clinical training?
< In your opinion, do you think that sandwich years (as part of an undergraduate 
degree) are equivalent to the experience of working as an Assistant Psychologist?
Please can you explain your answer, drawing on any personal experience.
«
e
What are the positive aspects of accepting individuals who have followed a 
traditional route into clinical training?
What are the challenges of accepting individuals who have followed a traditional 
route into training?
In the past 5 years, only 7 applicants have progressed straight onto clinical training from 
their undergraduate degree.
• What are the positive aspects of accepting final-year undergraduates straight onto 
clinical training?
♦ What are the challenges of accepting final-year undergraduates straiglit onto clinical 
training?
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• What are the barriers which may prevent candidates from pursuing such a 'non 
traditional’ route into clinical training?
® Can you thiok of any personal experiences of barriers that you faced when you
applied for the course in the final year of your undergraduate degree?
1 am now going to ask you about differences in the strengths and learning needs of 
traditional and non-traditional trainees. This will be divided into 3 sections, which are 
clinical, research and academic. Please give examples of your personal experiences 
whenever possible when answering these^  questions.
Prompt= canyon think of any personal examples that would illustrate that point?
(a) Can you think of any differences in the clinical learning needs of non-traditional 
trainees, compared to traditional trainees?
Can you thhik of any strengths that non-tmditional tiainees may have in the clinical 
aspect of the course, compared to traditional trainees?
(b) Can you think of any differences in the research learning needs of non-traditional 
trainees, compared to traditional trainees?
Can you think of any strengths that non-traditional trainees may have in the research 
aspect of the course, compared to traditional trainees?
(c) Can you tliink of any differences in the academic learning needs of non-
traditional trainees, compared to traditional trainees?
Can y ou think of any strengtihs that non-traditional trainee s may have in the 
academic aspect of the course, compared to traditional trainees?
• I am also interested in differences in supervision style. Can you think of any 
differences in the supervision needs of non-traditional trainees, compared to 
traditional trainees?
Prompt: Can you think of any personal examples that would illustrate these supervision
differences?
• Have you ever encountered any problems on the clinical training course/ employment 
because of your non-traditional route into training?
I f  yes, please describe in detail what problems you have encountered.
• How do you think prospective employers view candidates who have pursued a non- 
traditional route into training?
Prompt- Will employers notice?
Would you mention it at interview?
Would it go for/against you?
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What do you think are the implications of accepting non-traditional applicants for 
clinical psychology as a profession?
« Finally, I’d just like to ask you for some basic demographic information.
-What is your age? (can use age brackets if they prefer)
-What is your gender!
-What is your year of study! (if applicable)
-How mmy years have you been qualified for? (if applicable)
• OK, that’s the end of the questions now. Thank you so much for taking part in 
this study, your participation is greatly valued. I will provide you with some 
feedback on the results of the study (via email) once I have written up my 
findings.
102
Appendix 3
Participant transcripts
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Transcript 1
Int- What are the positive aspects of accepting individuals who have followed a 
traditional route into clinical training?
PI- I don’t, to be honest with you, sony it’s not much use for your interview but I
don’t really think that’s something I can answer because I can only talk about 
my experiences of the positive aspects really, or the negative aspects coming 
from a non-traditional background.
Int- OK
PI- So in terms of thinking about benefits for the course or for training, I’m not 
sure I can really answer that one
Int- Because you didn’t follow that route obviously, so..
PI- No, because 1 didn’t follow it and because when you’re thinking about positive
aspects, if it’s for an individual then I can’t talk from that experience and if it’s 
lor the course then I can’t talk from a position of that experience
Int- Right, OK. So maybe we should skip that first kind of bit looking at
traditional people as it doesn’t seem that you can personally speak on that.
That makes sense
PI- Yeah
Int- OK. So, first n f all, can you tell me about the nature and duration of the
clinically relevant work experience you obtained before progressing onto the 
doctorate?
PI- OK, erm. I did a four-year, erm, BSc which was in Applied with Clinical
Psychology and the applied bit of my degree meant that, erm, I had a 
placement year in my third year and the clinical bit meant that in the final year 
I specialised in clinical modules only. And so, for my placement year, I 
worked in a department of psychological medicine as a psychology assistant..
Int- Right..
PI - . .and (.) kind of had a very small caseload there and did some audit work,
some research work, enn and kind of did lots o f observation and participation 
in running groups and things l ike that. And, prior to that, 1’ d worked as an 
ABA therapist with a family with two cliildren with autism and (.) also had 
worked kind of with erm, summer clubs for children with special needs and I’d 
done some teaching with people with learning disabilities as part of my sixth 
form course.
Int- And how long were you qualified as an AB A tutor for? How long were you 
doing that?
PI- Erm, probably for about 9 months altogether
Int- Right, OK. And, erm, as for the sixth form thing, was that kind of, er work 
experience?
PI- Not really, it was  ^erm, they had some people with learning disabilities
approaching sixth form wanting to kind of attend college and, er, we set up a 
project for them to kind of attend life skills classes and I was one of the tutors 
for that
Int- Oh right. And how long did that last for?
P I- Erm, it probably lasted for a year or so
Int- Right. So you had quite extensive experience before you applied with that 
year on placement as well?
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PI- Erm, I think, I think it was all relevant experience. I wouldn’t say, erm,
particularly, necessarily clinical work experience that other people might have 
had. I think that obviously the psychology assistant post was but I think that 
the previous work that I’d done during my A-levels set me up for the 
psychology assistant post.
Int- OK, thanks for that. So do you feel that this work experience adequately 
prepared you for clinical training?
PI- I’m not sure anything can adequately prepare you for clinical training and I 
think that’s kind of a key point really because I don’t think anybody’s 
experience, whether they’ve worked as an Assistant for 7 years would 
necessarily adequately prepare them for training 'cos it is very different to the 
kind of work you do when you’re an Assistant. But I feel like I was 
adequately prepared as the rest of my cohort.
Int- Right, OK. That’s great. So you mmtioned that you did a sandwich year, is 
that how you’d kind of describe it?
PI- Yeah.
Int- So, in your opinion, do you think that sandwich years are equivalent to the 
experience of working as an Assistant Psychologist?
PI - Erm, I think it depends on what you do in your sandwich year and how it’s set 
up. Erm, I think one o f the benefits for me was that it was actually very 
supported because I had an excellent supervisor who was very geared up to 
making it into a useful training experience for me being there, she didn’t just 
want an extra pair of hands to do things- she wanted me to really learn and 
benefit from it and was very keen on me applying when I finished my degree 
so I think that was really useful. And also I do think you’re much more 
supported as a Psychology Assistant on a sandwich year than you would be as 
an Assistant Psychologist because you have to fill the, kind of, criteria for 
university so I had quite a structured contract saying what things I needed to 
get really from that placement year which I could then fit into as my criteria. I 
wanted to have some sort o f clinical, face-to-face contact and because the 
university had agreed that Iput that in the contract theu that needed to be 
fulfilled by the sandwich year.
Int- And do you feel that it’s often the case that it’s more structured than an 
Assistant post?
PI- Erm, I think it can be. I think again it depends on what the person, what the 
undergraduate wants to get out of the year. I know some people who kind of 
had purely research-based posts and some people who went to NHS settings 
but were told that because of confidentiality they weren’t even allowed to do 
filing so they couldn’t see patients’ files even- so I think it depends where you 
find the placement and, kind of, what you set out as expectations from the 
start.
Int- Sorry, was yours in the NHS, your placement?
PI- It was, yeah.
Int- Right, OK. OK, so a little statistic for you here- in the past 5 years, only 7
applicants have progressed straight onto clinical training from their
undergraduate degree. So, what do you think are the positive aspects of 
accepting final-year undergraduates straight onto clinical training?
PI- Again, I don’t know if you mean for myself or for the course...
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Int- I mean in general really but obviously if you’d like to talk about your own 
personal experiences then that’s fine.
Pi- OK. I think for me, if I think about my personal experiences, I was very, erm, 
kind of geared into the whole university structuring my time, making sure I got 
everything done. I was quite into knowing how to hand in academic 
assignments and things like that, which I think made it easier for me compared 
to perhaps some people who might have had longer, a longer gap from uni and 
therefore weren’t used to kind of, had fallen out of the pattern of what essays 
are like to get done and having lots of academic work on top of the clinical 
work. Erm, and I also think I had that model really within my sandwich year 
because I had to do a research project and a reflective diary whilst on 
placement so I was quite used to having different layers, almost, of work to get 
done. So 1 think in a way that was quite positive for me ‘cos it meant that 1 
was used to the pattern really of, kind of, what I was meant to be doing.
Int- Right, OK. Thanks for that. So what are the challenges of accepting final- 
year undergraduates straight onto clinical training- can you think of any of 
those?
PI- Again, personally or for the course?
Int- Erm, if you want to speak personally- it sounds as though that’s better for you,
that’s fine.
PI- I don’t really see any major challenges. I think obviously, erm, I think for
some people when I started it was quite difficult for some of the other trainees 
in my cohort, erm, because they had a number of friends who’d been applying 
for a long time and they found it quite difficult to see somebody who’ d got on 
with what they perceived to be less experience. Erm, so I think that was quite 
difficult initially and I’ve felt as though I’ve had to prove myself a bit more 
because of that but I don’t know if the ethos is changing now because more 
and more people are being accepted. I’m not sure if the statistic that you 
quoted is still true because I know that they were saying that when I was
Int- That’s true of the 5 years including last yean So last year there wa& only one
person who did it. Apart from the Hull course, wliich is obviously, I don’t 
know if you’ve heard about the Hull course, which is kind of a fast-track 
where they all go straight through onto the doctorate. But that’s not actually 
accredited by the Clearing House. So that’s true for all the others, the rest of 
the UK, so it’s still very few people. So as far as I know that’s correct at the 
moment. So, you’ve kind of alluded to this a little bit already but what do you 
think are the barriers which may prevent candidates from pursuing such a non- 
traditional route into clinical training?
Pi- Erm, I think the barriers are the attitudes and, kind of, the rumours that are
spread about how difficult it is to get onto training and I know that is true. I’m 
not kind of disputing that it’s very difficult to get onto training. But I also 
think that it’s kind of sold as something that is impossible to do, particularly if 
you’ve done your undergraduate degree and are moving straight on from there, 
so I think that’s one of the major barriers. I know that when I was in my last 
year at uni, we had some trainees come and talk to us who said, ‘there’s 
absolutely no point in anybody applying’ and at that time I’d got three 
interviews! I just think, it’s quite a sad message to be giving other people who 
might take that at face value really, erm, so I think it’s kind of just the ethos
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really that’s spread around various assistant groups and places like that, that 
it’s impossible to get straight onto training and it’s not even worth trying.
Int- Yeah, OK. Can you think of any personal experiences of barriers that you
faced? I guess that’s one example, that group that came and spoke to you and 
said there’s no way you’re ^ oing to ^ et on but are there any other examples of 
personal barriers that you faced when you applied for the course in your final 
year?
PI- Erm. I think the fact that my last interview was two days before my finals 
started and I decided not to go to that because I just thought, I can’t manage 
the demands of having to prepare for the interview and travel while putting in 
a good amount of revision in order to ensure that I got the grades I needed to 
get onto training. I think that was the main barrier I can think of really- the 
preparation for interviews. 1 think again 1 was lucky because my modules 
were all clinical so I felt that a lot of my revision supported what I was doing 
for interview preparation and vice-versa. Erm, but I think that’s the main 
barrier I can think of.
Int- That’s great, thank you. OK. I’m now going to ask you about the differences 
in the strengths and learning needs of traditional and non-traditional trainees. 
So this is a bit more general I’m afraid, sorry about that. So this is going to be 
divided into 3 sections, which are clinical, research and academic- kind of like 
how the course is split. So please give examples of your personal experiences 
wherever possible. Can you think of any differences of the clinical learning 
needs of non-traditional trainees, compared to traditional trainees?
P I- Erm, the only thing I can think of really is breadth of experience. Because, I
suppose, if you’ve only had one placement year then you won’t have 
necessarily got the broad range of clients. But again I think that depth is 
something different because you’re gonna be, erm, (.) you’re gonna be- it’s, 
your experience is going to be whatever you’ve made of it. You can kind of 
get as much from a year as you can from 5 years, so I think the breadth of 
different experiences would be the only thing that I can think of.
Int- OK So you’ve kind of alluded to this already but can you think of any
strengths that non-traditional trainees might have in the clinical aspect of the 
course?
PI - Erm, as compared to traditional... ?
Int- ... yes, as compared to more traditional..
PI- Not particularly, no. I can’t think of any major differences really.
Int- OK. In terms of the research learning needs of non-traditional trainees- what
are the differences between the research learning needs of non-traditional 
trainees compared to traditional trainees?
Pi- Erm, (.), again I don’t  think you can generalize really. 1 don’t think there are
necessarily going to be any-1 think it’s going to differ between people because 
some people who come from more traditional routes might have had no 
research experience since their undergraduate degree whereas some people 
might have spent their placement years doing research...
Int- So, research, you don’t really see that as a differentiating factor between the 
two. So it would be neither any strengths or learning needs- it’s very personal 
for you.
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PI- I think so. And I think, to be honest with you, I think that for most of them-1
think it all depends on what experience you’ve had and what you’ve got from 
it.
Int- Yeah, and how much you’ve made of that experience, like you’ve kind of been 
saying. OK, so the final area is academic learning needs and you’ve kind of 
already talked about this a little bit. Can you think of any differences in the 
academic learning needs of non-traditional trainees?
Pi- I think, again, it’s going to be pretty similar that-1 don’t think there ’ s going to
be much difference. But it is quite a shift to start writing moro reflectively, 
erm, in terms of essays and things like that and I don’t know whether that 
gives people from non-traditional routes more of a challenge because they’re 
used to the one mode of writing essays and equally people who come from a 
more traditional route are gonna still have to use their previous experience of 
writing essays and accommodate the more reflective style. Again, I don’t 
think you can really generalise.
Int- Yeah. That’s a good point though-1 hadn’t thought about the reflective aspect 
of it. In terms of the strengths that non-traditional trainees might have, erm, in 
the academic area of the course- can you think of any of those, in your 
experience perhaps?
P1- I think, again, just being used to the chiuning nut n f essays and the churning
out of academic assignments-1 think that’s the main thing, erm, I can think of 
in terms of just being used to managing my time in quite a structured way 
really, and having to do that while I was at uni to get in my voluntary 
experience that I was doing whilst I was at uni and, you know, my research 
and trying to get that published as well and all of the academic work. So I 
think it’s just the way you structure your time and being used to quite a lot of 
different demands.
Int- So it sounds as though, in your experience, that you’d become quite skilled, 
even before getting on the course, at juggling those three aspects of 
psychology really- it sounds like you had a lot going on.
PI- Before getting on the course, maybe. I think it’a gone downhill (laughter).
Int- OK. Erm, I’m also interested in differences in supervision style- and again, 
this might be one that you think is quite an individual, erm, area. Can you 
think of any differences in the supervision needs of non-traditional trainees, 
compared to traditional trainees?
PI- Erm, I think talking from my personal experience, I was really interested that
my first-year supervisor told me at the end of my placement that she’d 
actually, when she found out she’d got me as a first year, she phoned up the 
uni and said she wasn’t sure about having someone who was straight from 
their undcrgrad because she thought i ’d be very, erm, have rose tinted glasses 
and be very (.), erm, over-optimistic about the NHS and what I could achieve 
and wouldn’t necessarily be that skilled. But she said by the end of the 
placement she was pleased to see that I had a very cynical approach and she 
felt that she didn’t have to adapt her supervision, erm, at all and felt as though, 
kind of, I challenged some of her assumptions so from that experience- again. 
I’m not sure if they would have particularly different needs and if it’s just an 
individual thing. And I don’t, again I don’t know if people would require 
more or less supervision or anything like that.
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Int- If  s interesting that you did have a problem with that in your first placement 
though and your supervisor picked up on it really.
PI- I think it was, the nice thing was that it really wasn’t a problem and felt it was 
really positive that she felt able to say that to me and, Idnd of, to talk about that 
and it was really nice that I’d helped her challenge that assumption.
Int- OK, that’s brilliant. Erm, have you ever any, have you ever encountered any
problems on the clinical training course because of your non-traditional route 
into training? You talked a bit about a few issues with other course, erm, 
trainees...
PI- ... Yeah, I think that was the only thing really, I think it was just within the
first, kind of, couple of weeks, erm, a couple of the course team kind of drew 
attention to the fact that I had what they termed as less experience than 
anybody else on the course-m terms of life experience and clinical experience. 
But actually, when you looked at the number of hours I’d done, enn, clinically, 
that was quite a  few more than people who’d perhaps come from a research 
background and perhaps had changed their career later in life so I’m not sure 
that that was really valid, a valid point that they were making and I don’t know 
how helpful it was really to draw attention to that for me or for other people in 
the group.
Int- So it was the course team that drew attention to it and not you that kind of
brought it up?
PI- No, it was only one member of the course team, erm, but, erm yeah, and it was 
only a couple of people who’s friends had kind of spent, or themselves had 
spent, up to 5 years trying to get on the course who felt a bit aggrieved really 
that somebody with less experience, as they saw it, had started.
Int- OK, thanks. So, in terms of- obviously you’re in your final year now so you’re 
kind of looking forward to employment and post-doctoral employment- how 
do you feel prospective employers will view candidates who’ve pursued a non- 
traditional route into training?
PI- Ooh, I’ve not really thought about that much before. Erm, I don’t, I almost
think that getting tijrough the process of training al most, not negates whatever 
you’ve done before, but the fact that you’ve got through training I think means 
that everybody who’s getting through should be of a relatively similar level, 
erm, so I’m not sure that would have a huge impact on the deciding factors 
really when it comes to future employment.
Int- Do you think they’d notice on your CV?
PI- Erm, they might do. I’ve never had supervisors comment on the fact that I
seem younger or anything like that so I don’t know if they would particularly 
because it’s only, like, a couple of years between me and most people in my 
year because most people have spent a couple of y ears as an Assistant, or 
doing something else so it’s not really a huge difference at all I don’t think.
Jnt- And do you think, if  they did notice, that it would go for or against you? J
mean, obviously it’s a generalisation again but what’s your view? Do you see 
it now as quite a positive thing that you followed that route or do you 
sometimes wish that you’d followed a more traditional route into training?
PI- I think, I think I did follow a traditional route-1 think I just followed a
speeded-up traditional route and I’m really pleased I did it, erm, and I’m really 
pleased that I’ve kind of got tlirough training and it means I’m going into the, 
kind of, profession that I want to work in earlier and have time to build up my
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experience and I just think that you don’t, even throughout training you keep 
teaming andTvhen you’^ re qualified and you’^ re gonna keep challenging 
yourself- so I don’t think it’s either a positive or a negative thing, or that 
employers will view it in a particular way.
Int- Yeah, OK. Right, so we’re coming to the end here really. So what do you 
think are the implications of accepting non-traditional applicants for clinical 
psychology as a profession? What does it mean for clinical psychology?
PI- Erm, I think it can mean, again, a more diverse group of people in terms of age
ranges and in terms of experience, erm, but I don’t tMnk- again, as I said, I 
think it is just a speeded-up traditional route that I’ve gone, I don’t think it’s 
significantly different if you’ve done a 3 year course and then worked for a 
year or two as an Assistant-1 don’t think it’s hugely different from that. So I 
don’t think there are major implications there for training, erm,...
Int- OK, that’s great. So just to finish off. I’d just likuto ask you some basic 
demographic information if  that’s OK? What’s your age?
PI- 24
Int- What’s your gender?
PI- Female
Int- And what’s your year of study?
PI- I’m in the third year.
Int- OK, that’s the end of the questions now. Thanks so much for taking part.
Transcript 2
Int- OK. So, if you wouldn’t mind if we begin by talking a little bit about, erm, the 
nature and duration of the clinically relevant work experience that you 
obtained before progressing onto the course. Would that be OK?
P2- Sure. OK, erm (. ), weil T suppose the only clmically relevant work that I  did 
was, er, being a Nursing Auxiliary in a neuro-surgical hospital as a holiday 
j ob, as a summer hoUday j ob
Int- And how long was that for?
P2- Ooh, 3 or 4 weeks. And I also was a Hospital Porter for about 3 or 4 weeks as
another holiday job. That would be about all really!
Int- OK, and how long ago was it that you actually applied for the course and got
on?
P2- The clinical course?
Int- Yeah
P2- That was 1970.
Int- 1970. So 1 imagine they’ll probably be some quite interesting differences ‘cos 
most of the people that I’m interviewing, you know, either graduated very 
recently or are on the course at the moment having followed a similar route. I 
mean, was it rare at the time for you to follow that kind of route into training?
P2- I don’t think so, no. But I think there weren’t many people on the course who
had had actual work experience or been doing other things- there were one or 
two I think. Erm, but I, my impression was that we went from undergraduate 
straight to clinical training, that’s what you did- there was no gap year or 
anything like that in my day.
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Int- Right, and it certainly seems very different now for, you know, the current
profession as it is. So it seems a lot different to that, so that’s really interesting.
P2- And it was also a 2 year MSc not a 3 year doctorare.
Int- Right, yeah, OK. So do you feel that this work experience adequately
prepared you for the clinical training?
P2- Erm, ha, it had no real relevance to any mental health work that I did so in that
sense, no it didn’t, no. It was a little bit of an introduction to a hospital 
atmosphere and what it’s like to woric in a hospital, erm, but not, er, anything 
really relevant to psychology or erm, formal psychology, or certainly mental 
health or anything like that.
Int- Right, OK. And your degree, your undergraduate degree- was that a 3-year or
a 4-year programme?
P2- That was a  3-year, in feet, 1 did 4 years because 1 started off, erm, doing a
general honours in (named a university) for a year in psychology, botany and 
zoology but then I decided I wanted to specialize in psychology and started 
again on a 3-year undergraduate psychology course in (named a different 
universit)^).
Int- Right, OK. Because a lot of the course nowadays seem to have, erm,
incorporated in them this kind of idea of a sandwich year. And  ^erm, so you 
kind o f do three years o f the traditional undergraduate degree and in between 
years 3 and 4, erm, sorry in between years 2 and 3, you kind of do a year on 
placement. And I was wondering whether you thought that sandwich years are 
kind of equivalent to the experience of working as an Assistant Psychologist?
I don’t know if you havo any views on that?
P2- No, I have no idea, cim..
Int- ..you haven’t kind of come across anyone who’s»
P2- ..I would have thought if you were doing a sandwich year in a psychology unit
or, erm, department then it is going to be similar to an Assistant Psychologist 
post- yes, I would have thbught so.
Int- Erm, OK. So, if we think a little bit about traditional routes into training.
Erm, can you thinkLof any positive aspects of accepting candidates who have 
followed a traditional route onto the course?
P2- By traditional, you mean like undergraduate, a year out doing Assistant or
more and then, then coming on?
Int- That’s right.
P2- Well, I mean, the advantage is that someone coming on that knows the whole
field or has got a really good sense that this is something that they want to do, 
erm, and also someone who’s prepared to spend the time commitment because 
it’s such a long time before you really are qualified, erm - so by that time, if 
someone’s going to do that, then they should be reasonably certain that that’ s 
what they want to do.
Int- OK, so kind of familiarising them with the profession alrnost?
P2- Yes, yes, absolutely.
Int- So, in terms o f the challenges of accepting those kind of candidates who’ve
followed a very traditional route into training- can you think of any of those?
P2- Erm, the challenges of accepting a candidate like that?
Int- Yeah
P2- The challenges are that they’re, well I suppose- to be honest with you, I
haven’t had a lot of, erm, contact with modem candidates. I do teach on a
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local doctorate course but only a 3-hour session-1 don’t really get a chance to 
get to know the students particularly. Erm, the disadvantage for me is, in a 
way that you’re dealing with maturing adults who, you know, in a sense their 
peers will all have jobs and money and stuff like that and they’re still being a 
student for a long time. Erm, but I don’t know whether that really, you know, 
if someone’s decided they want to do that, whether that really matters in 
practice or not.
Int- No, that’s a really interesting one actually. I hadn’t thought of that, that’s a 
good point..
P2- ..yeah, and then they’re going to start at a relatively low salary and be behind 
really, I would have thought (laughter).
Int- OK. Just a bit of a statistic for you. In the past 5 years, only 7 applicants have 
progressed straight onto clinical training from their undergraduate degree. So 
what do you think aruthe positive  ^aspects of accepting final-year 
undergraduates straight onto clinical training?
P2- Positive aspects?
Int- Yeah
P2- Erm, well I suppose they^re still in the study habit (laughter), so they’re kind
of going straight from one academic into another. It’ s not like having a year 
nut and getting out o f the studying and things like that, might be a possibility. 
Erm, (.), young and keen (laughter)- don’t know the difficulties. It’s said that 
the bets therapists are the fresh ones who don’t know that you can’t do it 
(laughter).
Int- So perhaps not as cynical about what they can achieve?
P2- Absolutely.
Int- Yeah. And can you think of any challenges of accepting these non-traditional
candidates onto the course?
P2- Erm, well the challenge really is- does someone really know that this is what
they want to do and when faced with the realities of being on placement or 
whatever, erm, and then, you know, having to deal ydth (.) disturbed people 
and so on- whether this is a chall enge that they really, want. There’s al ways 
the danger that, that it’s a nice dream but when you get there, do you really 
want to do it or not?
Int- Yeah, OK. What do you think are the barriers that might prevent candidates
from pursuing such a non-traditional route into clinical training?
P2- Erm, well one of the barriers would be just that the length of time before
you’re actually out there as a professional earning something in your own right 
really. Erm, I do think it’s such a long time. I know doctors I suppose are 
equivalent but, erm, it’s still, erm (.), quite a while isn’t it before you’re 
earning any reasonable money? Erm, (pause-2 seconds), so barriers was it?
Int- Yeah, that’s right.
P2- Well I guess, it’s whether people could go- you know, rather than going that
route, whether they could find a way forward in a different way. Erm...
Int- . .just really people very few people have got on, erm, via this route in the past
10 years or so and I was wondering why that might be really? Enn, and, kind 
of, if there’s anything that you see that’s sort of stopping...
P2- Oh I see. Well, it’s policy isn’t it. The policy is to take-1 mean the bottleneck
of getting onto clinical courses is so small, the bottleneck- that you’re going to 
take people who’ve demonstrated that they really want to be there and you’re
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not going to even consider people who haven’t even, erm, had a go. Once, I 
did do some, F was on the interview panels for a clinical course many years 
ago now, so I was aware of interviewing candidates and all the rest of it. And 
of course, you’re going to look at someone who’s done a year or more as an 
Assistant and knows the business and has done a lot of work already and 
they’re much more likely to be a good candidate than someone who’s untried 
and tested really.
Int- Yeah
P2- I think the system is loaded against them. It’ & not going to happen because it’s 
too much of almost a policy really, isn’t it?
Int- Yeah. That’s a good point. Can you think of any- I’m not sure if this is going 
to be a relevant question for you really- but can you think of any personal 
experiences of barriers that you faced when you applied for the course in the 
final year of your undergraduate degree?
P2- Barriers I faced?
Int- Yeah. Did you come up against any sort of problems in doing that?
P2- Well, only that I knew even then that it was a bottleneck. I knew that the
chances of getting on a training course were relatively low, erm, hut I didn’t 
really experience any barriers as such.
Int- No. Did people encourage you to apply?
P2- Oh yeah. I mean, I didn’t talk a lot to other people about-1 just made my mind
up and sort of did it anyway but, erm, no-one was discouraging about it, erm, 
in diat sense. Gosh, I can’t really remember whether I even talked to anyone 
about it to be honest: It wasn’t like a career thing that one did really.
Int- It was quite a small profession back then?
P2- It was quite small, yeah, and, erm, er, I think I;m in the 400’s on the numbers
for the BPS membership, something like that. Erm, so, yes, it was a relatively 
small profession and relatively few courses, erm-1 considered myself lucky to 
get on it at all.
Int- Yeah, OK.
P2- So Ldidn!t experience any barriers, Ljust sort of weut for ilreaUy.
Int- Yeah- that’s really good. I’m also interested in the strengths and learning
needs of traditional and non-traditional trainees. And I’m gonna sort of divide 
this into three sections which kind of correspond to the course structure, which 
are clinical, research and academic. So, if you could at all think back of your 
own personal experiences when answering these questions...
P2- ..I’ll have ago, OK.
Int- So, can you think of any differences in the clinical learning needs of non-
traditional trainees, compared to traditional trainees?
P2- Erm, learning needs, erm (.). Right, well non-traditional, the clinical, you’ ve 
really got to learn about the professional side of things  ^ You’ve not been 
exposed to note-taking and report writing and, erm, how you deal with 
professional colleagues and so on whereas if you’ve been working in a 
department then you’ve already had a lot of experience of that already and will 
have sort of absorbed it, of how things are done, erm. Actually going into a 
hospital at all was a completely new experience, which being a Porter doesn’t 
quite fit you for. So, er, so-1 mean I’m not sure that I really, you know- if 
you’re keen to learn and you, you know, you’ve got something about you, 
you’re going to pick stuff up pretty rapidly anyway so I’m not sure it’s a huge
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problem but it would seem to me that there’s a whole side of, erm, being a 
professional in a hospital that people will have already been exposed to so it 
will be much easier to teach it and to sharpen it up really.
Int- OK. Gan you think of any strengths that non-traditional trainees might have in 
the clinical aspect of the course?
P2- Strengths?
Int- Yeah
P2- Er, well, I think it comes down to personal characteristics really. Erm,
personally I think that if you’re going to be good at it, you’ ll be good at it 
whether you go through straight from undergrad or go somewhere else. Erm, 
er, (pause-2 seconds)..
Int- So it kind of really is down to the individual then really? Whether they take to 
it or not really?
P2- Yeah, I think so. Erm, (pause- 3 seconds). No, I find that difficult to ...
Int- OK. What about, if  we think about the research learning needs of non-
traditional trainees- can you think of any of those?
P2- Erm (pause- 4 seconds)... I think again, my experience when I was on the
interview panel was that quite a few people have already got PhDs as an 
Assistant Psychologist so were deep into research and design and statistics and 
so on. Eim, I mean in a  sense when I did it, research wasn’t a huge 
component. We obviously had to do research projects and so on but I don’t, I 
don’t remember it being particularly difficult or particularly salient. It was 
more, what was new to me was the clinical side and the training and the 
therapies and doing stuff with patients- that was what we had to do. Erm, so 
we did do the research but it was just an extension on what we’d being doing 
as undergraduates so it was reasonably familiar-1 remember having some 
good lectures on statistics but, erm..
Int- ..Yeah. Can you think of any strengths that non-traditional trainees might have 
in the research aspect of the course?
P2- Well only in the sense that, I mean we’re talking about the same population-
people who’ve done an.undergraduate degree- they’llhave done an 
undergraduate degree and then they’re going straight fresh from that into the 
situation, all the sort of stats and the models will be fairly fresh and ready to 
apply. Whereas if you’ve been doing anything practical and not into that so 
much you won’t be. But then again, if you’ve done research as an Associate 
Psychologist then, erm, you know, a traditional way in could mean that you’d 
actually be better at research by the time you get to the training than you 
would be otherwise. You’re working in a real-life situation whereas as an 
undergraduate you’re doing a lot of research on students rather than the real 
people...
Int- . .mmm, not really exposed to what it’s like in real life?
P2- No, that’s right So in a way, you’re obviously going to be strpnger i f  you’ve
had that experience as an Assistant or something.
Int- OK. In terms of the academic area of the course, can you think of any
differences in the academic learning needs of non-traditional trainees?
P2- Academic, erm, (pause- 2 seconds), not really, no (laughter)
Int- What about strengths? I guess you’ve kind of alluded a little bit already but do
you think that non-traditional candidates have particular strengths in the 
academic area of the course?
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P2- Erm, I don’t know really because quite a lot of us were, we got accepted more
because we looked like we were going to be good clinicians rather than that we 
were academic. So, I know the interview bias when I got on, they weren’t 
looking necessarily for people who were academic. You know, that was all 
stuff you could learn and bolt-on, it was looking for people who’d make good 
clinicians, erm..
Int- So do you think that’s changed with time? I mean, you’ve talked about your 
experience as an interviewer- do you think that’s different now?
P2- Well again, erm, if you’re looking at two candidates and someone has done
something and is obviously really on top of the literature and has a good grasp 
of the academic side of things, they’re going to come over stronger. I still 
think you’re going to be looking for clinical skills- is this person gonna be 
good with people and erm, erm, if  someone’s a nerd and they’re no good with 
people then obviously that’s going against them really (laughter). If I can put 
it like that.
Int- Quite. OK, I’m also interested in differences in supemsion style. Can you 
think of any differences in the supervision needs of non-traditional trainees, 
compared to traditional trainees?
P2- Erm, only that in if people have worked as an Assistant Psychologist they’ll 
need, enn, far less introduction about how you do things in a hospital, erm, 
whereas if you’re coming in the non-traditional route then that’s all new and so 
you need to be supervised to make sure that, erm- you can’t just make 
assumptions that people will know how to write a report or do a handover or 
go and talk to nurses or whatever, erm, that people khow how to do these
Int- So they might have to be more closely monitored?
P2- Yeah, they’ll need to be a bit more closely monitored just to make sure that, 
erm, all that side of things is you know-1 mean, generally people, people are 
pretty bright and they’re going to pick it up but, erm, that would be something 
that you can’t assume that people would know, how to be in a hospital and 
deal with colleagues and so on.
Int- And is that true of your personal experience? Do you feel that you were more 
closely supervised than, say, someone who had a wealth of experience and 
then had got onto the course?
P2- No, I couldn’t say that. To be honest, I don’t really know how other people 
were supervised in the sense that I only had my own supervision, erm, and I 
think most of us were there straight off the degree.
Int- Right, so it was much more the norm back then?
P2- Oh yeah. I mean, it never occurred to me to go and get experience anywhere-1
just wanted to get on with itl (laughter)
Int- I don’t blame youl OK. I was wondering if you’ve ever encountered any
problems, either on the cl inical training course or in the course of your 
employment, because of your route into training?
P2- Any problems?
Int- Yeah
P2- Erm, (.), right, on the course, erm, (pause-2 seconds) .no, I (laughter) I got
drunk and things like that, a bit erm tired in lectures occasionally but, erm, I 
can’t, I can’t, I wouldn’t know what I’d call a problem because of the route I 
took in. Erm, I was always very grateful that I’d got in because, erm, you
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know, and I just tried to do my best really so (.) but I can’t think of what a 
problem would be
Int- So it doesn’t seem that you ever really, you know, had any issues around that 
perhaps because...
P2- ..No. I made my decision fairly early on, I mean, I had the opportunily- when
I first went to university I did a biology, zoology and psychology and that first 
year I decided that I really wanted to focus on psychology and, and I was 
pretty sure, even at that stage, that I was going to go into clinical but by the 
time I got to my third year I was definite clinical-1 wasn’t going anywhere 
else apart from psychology. It was either that or voluntary service overseas 
but the voluntary service overseas was only if I didn’t get on a clinical course
Int- Was that your back-up plan?
P2- It was my back-up plan, that’s right. 1 was interviewed and accepted for that 
but then I got accepted on the course (laughter)
Int- Right, OK. So, erm, in terms of how you think prospective employers view
candidates who have pursued a non-traditional route into training, do you think 
that they’ll notice?
P2- No
Int- You don’t think it’s something that they look back on your CV and sort of say, 
oh look you followed a..
P2- ... No, no, I mean obviously I suppose it depends-1 mean if you’re doing, if
someone’s coming for a post in say learning disabilities or something like that 
and then, erm, someone who’s obviously worked in a learning disability 
hospital before they ever went onto clinical, so they’ve already got a wealth of 
experience then I suppose they might come over stronger in that particular 
speciahty. But I would have thought that coming out with a doctorate, you 
Ifliow, people are going to look at that- that’s what you’re coming with, erm, 
and they’re gonna, you know, then just see if you’re the right person for the 
job. So I wouldn’t have thought it was necessarily a huge factor in the-1 
mean. I’m just talking off the top of my head of my experience of this but that 
would be my thinkiug
Int- No, no that’s fine. Yeah, so it may go against you but it probably wouldn’t 
really matter
P2- No, not if you’re a strong candidate for the job, no
Int- OK. So what do you think are the implications of accepting non-traditional
applicants for clinical psychology as a profession?
P2- Well I don’t have any problem with it myself I mean, I guess, I know it
demonstrates, erm, commitment and all that kind of stuff but I see it j ust as, as 
a way of trying to strengthen the candidates that people are selecting on 
clinical courses. Now I don’t really know whether, you know, that’s, whether 
that’s the best way or not, erm, cos they’ll be people who come off, you know, 
there could be people who come off an undergraduate course and they’re going 
to be a good person a year or two later- you may as well take them off the 
undergraduate course. You know, I think the learning with the longer 
doctorate of 3 years, erm, people have got plenty of time to learn the ropes. 
They don’t have to have had experience beforehand. I mean, I know that it, I 
can see that theoretically it would help that they’d been there, done it, they 
know they want to do it so you’d think you’d get more committed people and 
so on but, erm. I’m not sure that it’s necessary in terms of handling the
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doctorate itself. If it was the right person- how you tell whether it’s the right 
person or not but f think it’s just, personally f  think it’s just a way of handling 
the vast numbers of people trying to get onto Clinical courses and this is how 
you, how you try and rig it to be better 
Int- So it kind of comes back to this idea of policy and that there’s this bottleneck 
and that’s a way of cutting down that bottleneck 
P2- Well, yes, you’re trying to reduce the uncertainty and the risk aren’t you- that 
you’re gonna take someone who’s gonna either bail out during the course or 
not; you know, be a good clinical psychologist at the end of it  The idea is that 
if they’re a good one before they start then they’re gonna be a good one by the 
end but (laughter)..
Int- It’s not always the case perhaps?
P2- Not always, no, 1 don’t know what- and to be honest, Tm completely out of
touch with the what, if you like, the^  drop-out rate or how many people don’t 
take up clinical psychology after courses-1 have no idea about this 
Int- I think the drop-out rate is really low actually, generally
P2- Yeah, well I mean in that sense if it’s really low then it’s, in that sense I
suppose it’s pointing to the present system being a fairly good predictor of 
who’d going into the profession then.
Int  ^ Yeah, that’s true. OK. I’ve got a  couple of demographic questions that I need
to ask you just to finish off but I wondered if you had anything else that you 
wanted to add or any questions that you had about this?
P2- Erm, (pause-3 seconds), er, not really.
Int- We’ve covered most of the important points?
P2- Yeah, I think we’ve covered the most important points, yeah,
Int- OK. So, erm, if you don’ t mind me asking- what’s your age?
P2- Erm
Int- You can use brackets if you want to do it like that
P2- (Checks with someone in background) I’m 58
Int- (laughter)
P2- Tm trying to repress itr Tm. 58
Int- OK. And what’s your gender
P2- I’m male (laughter)
Int- Oh, sorry, and how many years have you been qualified for?
P2- Oh god, since 1972.
Int- 1972. So that would be 24 years. OK so that’s the end of the questions now. 
Thanks again for taking part.
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Transcript 3
Int- So first of all, can you tell me about the nature and duration of the clinically
relevant work experience you obtained before progressing onto the course?
P3- Yeah, sure, erm, my work experience-1 didn’t start off getting work
experience in order to get onto the course if that makes sense. When I was 
about 15 I guess I started doing work for charities like (names a charity), 
which was a hospital radio station/charity-play charity for children in hospitals 
on an acute ward with severe and enduring health problems. Erm and I did 
some fundraising for a charity named (names a charity)
Int- And how long did you do that for?
P3- Erm, I did that for about two years. And then I guess 1 was doing my
undergraduate degree and 1 did a sandwich year course, so 1 did a sandwich 
degree sorry, so that means I did a year placement in the middle of it. So in 
my third year I worked for, erm a year as a research trainee for the Home 
Office and that was looking into what works at reducing re-offending and so 
that was mainly research and things so I didn’t get much clinical experience 
there. And then, in my, in the final year of my degree I, erm, managed to, erm, 
get a job as an Assistant Psychologist with, erm, a psychologist in a sort of 
health psychology department in a hospital and it was from there that I kind of 
decided that I wanted to do clinical because I’d pretty much ruled it out when I 
was doing my undergraduate because I thought it would be too difficult to get 
onto and I was actually planning to do a forensic psychology masters and 
follow that route. But then I enjoyed the work so much with the supervisor of 
my, in my final year and after I finished my final year I worked there for a few 
months as well. But that was over the course of a year I guess- part time I 
worked there.
Int- So you were kind of working part-time whilst you were doing your final year, 
is that right?
P3- Yeah.
Int- You didn’t do your sandwich year in that- that was in research
P3- No I didn’t, I worked for the Home Office
Int- Oh right, OK. And do you feel that this work experience kind of adequately
prepared you for the course?
P3- Erm, (pause-2 seconds). I think that the work experience that I gained in my 
final year did, erm, because I was working with a consultant psychologist who 
was very good at what she did and so she gave me a bit of an insight into 
clinical psychology but on reflection actually I didn’t really have a very good 
grounding or understanding of what clinical psychology was when I first came 
into it- I’ve learned a lot now but actually 1 think that without her help 1 
wouldn’t have got on the course, so..
Int- ... right, so she was kind of very much involved and very much pro you
applying?
P3- Yeah, she was very good.
Int- OK. I was wondering, in your opinion, do you think that sandwich years as
part of an undergraduate degree are equivalent to the experience of working as 
an assistant?
P3- Erm, yeah, I would say they are actually. Because I did similar work for the 
Home Office and for my supervisor in my placement year as I did for, erm, in
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my final year of my psychology degree. And it was very much, erm, kind of 
similar kinds of tasks and things where you might shadow or do some more 
menial tasks that were still related to the work, so..
Int- So you think they were quite similar really?
P3 - Yeah, I think it was relevant yeah
Int- OK. Fm just going to ask you a little bit about people who followed a more
traditional route into training. So what do you think are the positive aspects of 
accepting traditional trainees onto the course?
P3- Erm, I think that the positive aspects are that perhaps people are more prepared
when they get onto training and know what to expect in a way. They might 
have more experience of working, erm, clinically with people, which is good 
when you’re first starting out on your placements as you’ve got a number of 
skills to bring at the same time. And also things like, erm, support networks as 
well because Assistant Psychologists know each other and it seems to be quite 
a big network of people that know each other, so once you get into that circle 
of people, people can help you and share information and things like that 
between each other. So I think that’s quite good and I never really had that I 
guess because of my non-traditional route so I kind of only had my old 
supervisor to kind of tell me what clinical psychology is about.
Int- Yeah. You didn’t go to any of the assistant group things or anything like that?
P3- Erm ,... did I? I did go to one or two and that was about applying to training,
erm, and I found out about that on the (names a website) website. Erm, 
because I think I, once I decided I wanted to do clinical, I found out about that 
and then got submerged in that sort of, erm, that sort of thing and just was, I 
kind o f got information from there as well so I had a greater idea of what 
clinical psychology was about.
Int- Yeah. And what do you think are the challenges of accepting individuals who 
have followed a traditional route into training?
P3- Erm (.), challenges for whom?
Int- I guess challenges for psychology and also for the course?
P3- Yeah, erm, I think, for the individuals that are doing it there’s so much
competition between each other, so it can be quite a stressful environment to 
work in when everyone’s applying at the same time. For the course, I guess, 
erm, perhaps that you will, because like, being as pc as I can, some people are 
quite, they seem to be all the same- assistants- in terms of backgrounds. I’m 
gonna make a few massive assumptions but things like white, middle class, 
kind of they all know each other and sometimes it seems a bit like it’s not what 
you know but it’s who you know so it can be a little bit cliquey I found- 
accepting people from traditional routes- so you might find that they’re not 
really reaching their diversity criteria and other people have got things to offer.
Int- Yeah, no, certainly, I think that’s an interesting point: Erm, I’ve got a little bit 
of a statistic for you from the Clearing House, In the past 5 years, only 7 
applicants have progressed straight onto clinical training from their 
undergraduate degree
P3- Really?
Int- Yeah, and I was wondering what you felt the positive aspects were of
accepting final-year undergraduates straight onto the clinical training?
P3- Erm, I think maybe the positive aspects are that, erm, perhaps because we
haven’t been immersed in like the clinical psychology clique kind of thing that
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can happen, maybe we’ve got a different kind of perspective to bring. And 
also we’re kind of quite fresh and new- a bit of a blank slate- so we can kind of 
mould you a bit a better. That sounds a bit brain-washy but you can. And so, 
(pause- 2 seconds).. Tm just trying to think what they might be, I don’t know;
Int- OK, they sound like good reasons. Sorry what were you going to say?
P3- Giving people a chance that’s all, and just because you haven’t had the, erm,
traditional experience doesn’t mean you haven’t got things to offer and things 
to bring
Int- Yeah, erm. What do you think are the challenges of accepting final-year 
undergraduates straight onto training?
P3- Erm, I think that in some ways they might erm be a little bit behind in certain
things- like, for example, erm, obviously other people have got research 
degrees already or have had lots of clinical experience and if you’ve come 
straight from your undergraduate, chances are that you’re not as experienced in 
either or those really, erm, so you kind of start of perhaps feeling, I think 
feeling, a little behind as well and so, erm, well, maybe they have less 
experience and less confidence perhaps than some of the other people and they 
might think that they have less to bring, if that makes sense.
Int- Yeah, Ok. And what do you think are the barriers which might prevent 
candidates from pursuing this non-traditional route into training?
P3- Sorry?
Int- What do you think are the barriers that might exist to prevent candidates from
following a non-traditional route into training?
P3- Érm (.), I think, perhaps stereotypes about undergraduates and about whether
they have got less experience and whether they can sort of academically- 
whether they’re academically and personally kind or robust enough to cope 
with the training. And I think other barriers might be, erm, prejudices- 
generally training courses kind of, for examples, some courses just 
automatically say in their handbook that they aren’t going to accept 
undergraduate, kind of, applications at all and I think that can be a little bit 
harsh as some people will have l ots of things to offer, erm, and so there’s some 
kind of, there’s quite a lot of gate-keeping making it hard to get into clinical, if 
that makes sense, from undergraduate.
Int- Yeah. And you mentioned, kind of, stereotypes and prejudices there- who do
you think creates those stereotypes and those prejudices?
P3- Erm^ I think (.) they’re probably created in part by the idea that general
undergraduates are just students and maybe by the courses themselves, who 
actually make assumptions that undergraduates won’t be ready to come on the 
course or to cope with the demands of the course or something like that. But 
actually, you know, the people that, Tm not sure, out Of those seven people 
who have got in in the past 5 years. I’m not sure how they’ve done but I 
certainly haven’t bad any problems compared to anyone else if that makes 
sense.
Int- Yeah, you don’t feel that you’ve been disadvantaged or anything?
P3- No. I haven’t really answered your question!
Int- No; no, it’s fine I mean, I was curious about whether you’d had any personal
experience of barriers that you faced, like when you were in your final year 
and you were applying for the doctorate?
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P3- Erm, I, well I obviously applied to (named 4 clinical training courses) and I got 
straight-out rejections from (named 3 clinical training courses) and an then 1 
got an interview at (named a clinical training course). Emi, and, so I don’t 
know- I’d heard (named a clinical training course) were a bit more open to 
kind of taking people from non-traditional routes and I guess that other courses 
don’t seem as open at times. For example, you hear kind of rumours about 
what ethos the courses have, so (names a clinical training course) is quite 
academic and want people from a  traditional route and (names a  clinical 
training course) is quite academic as well and if you’ve got a good research 
background then you might be more likely to be considered but I’ve heard of 
rumours about (names a clinical training course) being a bit more perhaps open 
and flexible with their inclusion type rules, perhaps giving people that haven’t 
come from a traditional route a bit more of a chance so I thought, i ’ll go for 
that one.
hit- So did you do sort of, when you were making those decisions about where to 
apply, did you kind of do a content analysis almost of the handbook, like 
looking through at the courses that might accept people...
P3- Yeah, exactly. And stupidly I applied to (names a clinical training course), 
even though they said that they really probably won’t accept any and on 
reflection I don’t know why I did apply but yeah, so I did pretty much look 
through the handbook to see what they said about that kind of thing. And, 
erm, I also had some funny idea that perhaps the more reflective courses might 
be more open to, erm, taking on, erm, people from more non-traditional routes
Int- Oh that’ s interesting, yeah, I  hadh’t thought about that. I guess that certainly is 
true in the case of (names a clinical training course)
P3- Yeah, exactly. That reflective approach encourages you to acknowledge that 
you’re not perfect and that you haven’t got all of the experience. Because, I 
mean, some of the stuff when ! was applying-1 remember reading some 
sample forms and thinking, these people should be qualified already. And I 
initially started, when I first started writing the form, I gave the fonn to my 
supervisor, erm, and she said, ‘this isn’t you. You might get a couple of 
interviews but they’ll pick holes in it because you’ve exaggerated your 
experience so much.’ So I ended up going with being more honest and more 
reflective and just saying that I’d haven’t hadlots of experience but the things 
I have had have taught me this and this is what I could bring.
Int- Yeah, so you got some good advice from your supervisor by the sounds of it.
P3- Yeah she was great. I’d absolutely no way would have, erm, got onto training.
I think one of the other things that helped me actually, erm, was that I actually 
did a, erm, video, a mock, erm, interview with (named two course team 
meihbers on one of the training courses) before I came to (named a course), 
before I had an actual interview. Because they, T d filled in a questionnaire 
about advice for clinical psychology and one of the trainees contacted tpe- J 
think it was for her SRRP, I can’t remember her name- and, erm, she contacted 
me saying, ‘would you be interested in doing a kind of mock video with 
(names a course team member on one of the courses)’ and I talked about it 
with my supervisor and she said, ‘yeah, that sounds OK so long as neither of 
them will be on your interview panel if you get an interview as (names a 
course)’. So I did a mock interview with (names two course team members on 
one of the courses) and actually, incidentally, I was absolutely shocking-1 was
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terrible and completely fluffed up all of the questions. So then I was able to go 
through that interview with (names a course team member) and take it away 
and go through it with my supervisor to highlight where I’d gone wrong and 
what I could have said and what the questions were trying to get me to think 
about. So I had a kind of, a bit of insider knowledge before I started I guess so 
that was one, kind of leg-up..
Int- Yeah, that must have been really useful I can imagine-1 certainly would have 
liked to have done that!
B3- Yeah, so in a way, I do feel like a bit of a fraud to kind of have had help
getting on, well encouragement from my supervisor but also that opportunity. 
But that was shown to, erm, lots of other people that were trying to, erm, get 
on in terms o f things to do and not to do, erm, and the kinds of questions that 
might be asked- so everybody else was shown that wideo as well, so 1 guess i f  s 
not that bad.
Int- Yeah, it wasn’t hke it was just you that benefited, yeah. OK, erm. I’m also 
interested in the differences in the strengths and learning needs of traditional 
and non-traditional trainees. And kind of like the course, it’s going to be 
divided into three sections, which are clinical, research and academic. And if 
you could try to give personal experiences wherever possible..
P3- ..about learning needs in those areas?
Int- Yeah. Can you think of any differences, first of all, in the clinical learning
needs of non-traditional trainees, compared to traditional trainees?
P3- Erm, I can talk about my own personal experiences I guess. I didn’t really 
have a lot of clinical experience, erm, at all in terms of working directly with 
people and initially I wasn’t really that worried about it when I started the 
course. Then I started seeing people and I realised that the clinical skills were 
something that I hadn’t had a lot of experience in because it was different to 
just interacting with people normally. Erm, so I think that (pause-2 seconds), 1 
mean I had seen a couple of clients by my self, erm, and I think that, yeah, 
perhaps your clinical skills- and confidence as well, confidence in your own 
abil ity in. clinical skills- is also something, which, from my point of view, 
coming straight from my undergraduate, has been quite an issue in terms of 
building up my confidence in terms of my own skills in that area.
Int- Yeah. And can you think of any strengths that non-traditional trainees may
have in the clinical area of the course, compared to traditional trainees?
P3- Erm, I think that they might, erm, (pause-3 seconds), erm, (.), I think that
maybe we have, maybe where we haven’t interacted with people that much in 
those kind of settings then it’s, we’re more flexible in terms of being able to 
learn skills that the course expects, if that makes sense, rather than having 
picked up different bits of skills from different people- perhaps we ’ re more 
open to learning things the (names a trainingcourse) way, if that makes sense.
I mean although it’s good to bring skills from other people and other 
supervisors I think that maybe, you know, you are more open to the (names a 
training course) way o f doing things
Int- Yeah. And can you think of any differences in the research learning needs of 
non-traditional trainees, compared to traditional trainees?
P3- Well, people who’ve done research degrees like MSc’s or PhD’s are obviously 
going to be at an advantage anyway in terms of research methods. But 
actually I think that if you’re coming fi*om an undergraduate degree, to be
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honest-1 guess, I was at (names a university) for my undergraduate- which has 
quite a strong research background, so research was quite a heavy component 
of my course and I really enjoyed doing my dissertation and things and I got 
on quite well. So I think that actually you come with the knowledge already, if 
that makes sense, it’s kind of more fresh in your mind because you’ve just 
done, like, your undergraduate dissertation and things like that. And to be 
honest, the teaching that I’ve had in research methods on the PsychD isn’t 
actually much different from the stuff that I had over the three years of my, 
erm, undergraduate degree- it’s just been more compacted into one or two 
years, rather than being spread out over three or four.
Int- And that might be course-specific, I suppose but certainly that’s your
experience and you’ve had quite a good research background.
P3- Yeah, exactly. And where 1 did my research year, 1 guess my placement year,
I kind of learned a lot there as well 
Int- Yeah, yeah, definitely . I was wondering as well about the, erm, if there are 
any differences in the academic learning needs of non-traditional trainees, 
compared to traditional?
P3- Erm, I think that perhaps, erm, depending, I think- this is another stereotype-
but people that usually get onto clinical are usually quite academic and driven 
anyway aren’t they and kind of, quite high standards but I think that people 
that would be applying, erm, and getting on would be quite good academically 
anyway and, erm, you know. I suppose from my experience, I came straight 
from, erm, working my socks off in my final year so I was still quite in that 
academic frame of mind so to me the academic work hasn’t really been a 
problem but some people that come from, erm, traditional routes- they might 
be used to writing reports and things like for placement in their work but in 
terms of, erm, the other academic side if they’ve been out of university for a 
while and they might find it hard to get to grips with the certain styles that the 
university wants and the assignments as well 
Int- Yeah, so that definitely seems to be a strength that non-traditional trainees
might have in that area 
P3- Yeah, yeah, coming straight from university I think you’re still in that, I
certainly was, I was still in that mind-set so I could have carried on. And some 
of the ways of organizing myself that I had been doing in my final year-1 
carried them over to my degree, so I always felt quite organized. It’s slipping 
away now but...
Int- (laughter). Oh dear. I’m also interested in differences in supervision style.
Can you think of any differences in the supervision style for non-traditional 
trainees, compared to traditional trainees?
P3- Erm, (pause-5 seconds). Well, 1 guess that perhaps, I mean, perhaps that
people from non-traditional might need more structure in the beginning. And 
more, erm, more structured in terms of helping with theory and getting non- 
traditional people into the kind of mind-set of clinical psychology- just like 
making sure that there’s theory and evidence underpinning everything that you 
do and doing fonnulation and things like that. And getting people into that 
way of thinking- they might need a bit more kind of, erm, guidance with 
making sure that they’re thinking about kind of theory and formulation. They 
might need a bit more kind of direction or structure, if that makes sense. I 
thirrk that it would be important as well that maybe the supervisor be open and
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allow the trainee to be reflective as well because they will, I think if you 
haven’t worked with certain populations or you’re not very experienced 
clinrcally then you might have assumptions that you bring to the work- for 
example, assumptions about working with people with learning disabilities or 
something like that. Erm, so I think it might be important for people who’ve 
had less experience, or have come from a non-traditional background, to be 
able to be open and honest about their assumptions and their beliefs and their 
hopes and their fears- that kind of thing.
Int- Yeah. OK, that’s great. Erm, have, I was wondering as well if you’ve ever 
encountered any problems, erm, on the clinical training course or on your 
placement, erm, because of the non-traditional route that you followed into 
training?
P3- Erm, not directly really. I mean, 1 had a few problems in my first placement 
with supervisors moving around and I guess that, I think it’s a combination of 
bad experiences of my first placement and kind of worrying about my own 
ability. I’ve had a few problems developing confidence in my own 
competence, if that makes sense. So, I’ve kind of sometimes, even though the 
course tells you not to compare yourself to everyone else because the 
competition has stopped now that you’re on training, which is quite nice- but 
then at the same time, you do always still wony how you’re doing, especially 
when you’re evaluated and get 2’s and 3’s and stuff on your placement, erm, 
you’re evaluated compared to other people and things. So I guess those would 
be the main problems I’ve experienced, in terms of confidence and comparing 
myself with other people. But no-one has directly kind of discriminated 
against me out-rightly, if  that makes sense- I’ve had a few raised eyebrows, 
erm, when I have said that I got straight onto training- some people take that to 
mean, ‘oh you must have been very good’ and some people take that to mean, 
‘you could do with a few more years experience’. I’ve never experienced any 
sort of direct/out-right/overt discrimination or prejudice or anything, if that 
makes sense
Int- And was that-1 mean those raised eyebrows- was that from your peers or 
from, like, people who you were working..
P3- No, it was really interesting. Someone who I’m actually quite good friends
with on the course now- on the meet and greet day, when all the candidates are 
invited to come along, those who have been selected for the course- and we 
were talking^ and sort of said that I’d got straight on from my undergraduate 
and someone kind of raised their eyebrows and said, ‘how did you manage 
that?’ in a very surprised way. And that kind of made me worry actually 
because before that I’d been absolutely overjoyed that I’d got on and I thought 
it was really good but then 1 started to realise that actually there were some 
negative kind of, erm, connotations attached to that. And also with  ^erm. I’ve 
had quite- my first supervisor was a bit like, ‘hmm, you’re less experienced 
then?’ and I had to summarize the experience that I did have..
Int- Yeah, so you had to sell yourself a little bit?
P3- Yeah exactly, so you might have to sell yourself a little bit more and, erm, you
know-1 also think it depends upon the assumptions that, erm, supervisors 
have about what first-year trainees can bring as well because we all bring 
different levels of experience and maybe I tend not to say that I got straight on 
from undergraduate now because it matters less because I’m in the second
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year. But I did tell my new child supervisor, we met on Wednesday, and he 
was really supportive and said, ‘oh that’s fantastic’ so that was quite nice. So, 
you get different reactions.
Int- And do you think in terms of when you, when it comes round that you have to 
apply for jobs- do you think that you’d mention that you followed that route? I 
mean, do you think that people would even notice that you followed that 
route?
P3- Erm, I probably won’t mention it no because it feels like actually I have got
thePsychD now and, erm, probably I don’t think I will mention it. I mean. I’ll
be young when I start so they might ^ k , ‘how old are you?’, erm, and if they 
do ask I’d say I came straight from my undergraduate. But, at the end of the 
day, we’ve all had the same training so, from my point of view. I’ll be in the 
same boat as everyone else.
Int- What- this is the final question and then there’s a couple of demographics-1 
was wondering what you thought the implications are of accepting non- 
traditional trainees for clinical psychology as a profession? So, kind of, what 
it means for the future of clinical psychology, as it were
P3- Erm, (pause-4 seconds)- as in people straight from university, who have come 
straight from undergraduate?
Int- Yeah, and what that kind of means for..
P3- And what if they continue to accept people who..
Int- Yeah
P3- I think it means that they’ll get (.), erm, (.), a broader range of people- perhaps 
people that aren’t so, people that perhaps bring different ideas to the course, if 
that makes sense. Or people that can also be moulded, if that makes «ense- so 
they can kind of be immersed in clinical psychology. But I think, erm, it’s 
actually quite a good thing because if people come straight from their 
undergraduate-1 mean. I’m going to be 25 when I qualify- that means if I do 
stay committed to psychology, that’s a heck of a lot of years if the NHS have 
paid for me to train and! continue to work in the NHS. So perhaps that I’m 
younger that means that actually^ in the long run, they ’ll get more years work 
out of me than if I was older- which I know is quite a crude way to say it but 
actually I think that if people are younger when they are going on, they’ll get 
the chance to do more themselves during their careers. And also it’s nice to 
have a broader age-range of people-1 think it’s important frecause you have a 
different perspective depending on which stage of life you’re at. And also 
things like interacting with adolescents- you might be more able to, erm, sort 
of remember your own childhood and, I don’t know, perhaps you interact with 
people in a different way. I’m not sure- it’s hard to think of the implications 
for clinical psychology as a whole
Int- Yeah, there’s some really interesting points that you raised there. Erm, is it
OK just to ask you- you kind of mentioned your age already but what is your 
age at the moment?
P3- I’m 24
Int- And what’s your year oif study?
P3- Second year
Int- And your gender?
P3- Female
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Int- Well that’s the end of it really. I didn’t know if there are any other questions 
that you had or anything that you felt that you wanted to add that I might have 
missed?
P3 - No, not really. But one of the things that my supervisor liked about me was 
that I wasn’t traditional-1 think she made a few assumptions about my 
background, because I’m from quite a working-class background as well- but 
that I was quite open about that as well. So she was very supportive of non- 
traditional routes and felt that it was a good for clinical psychology to have 
people who were a bit different really.
Int- Great Thanks again for taking part.
Transcript 4
Int- {describes study criteria)
P4- Do I admit at this point that it wasn’t actually my first choice?
Int- Erm
P4- Does that ^ crew things up -for you?
Int- It would depend,.I mean,, did you-qualify in what you were hoping to do?
P4- No, not at all, no, erm, but I’d, erm, I did my A-levels and, erm, originally
(laughter) had a place at (names a university) to do veterinary medicine. And 
then didn’t, er, didn’t get my maths and chemistry grades round the right way 
and they didn’t then honour my place so I took a year out, erm, did psychology 
as an evening class and then went straight to university; So I only really had a 
gap year
Int- No, that’s fine. It’s absolutely fine. Because it’s not like you actually 
qualified as a ...
P4- No, no, I was only seven years short of that, yeah (laughter)
Int- Very wise choice I think, I must say (laughter
P4- I can’t imagine what it would have been like
Int- No, definitely- especially at (names a university)- God, that would have been
really hard
P4- Frightening!
Int- OK. So is it OK if we begin?
P4- Yeah, sure
Int- If you could tell me about the nature and the duration of the clinically relevant 
work experience that you obtained before progressing onto the clinical 
psychology doctorate?
P4- Yep: OK, erm, my placement year was probably the main thing. So I did a 
four-year sandwich degree at (names a university). Erm, I approached, erm, 
the local to my home town medium-secure service- so forensic clinical 
psychology service, erm, to ask for a placement and they’d already had a
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placement scheme student there the year before me. And I went there and 
worked as kind of the equivalent of an assistant, although obviously without a 
degree and I had probably more supervision and things. But I worked there 
from August until, mmm, June-1 think I did about ten months. And I was 
doing four days a week. It was completely unpaid, erm, and so to fund myself 
I did a day a week of paid work elsewhere- actually in Social Services 
personnel, so that was kind of relevant as well I suppose. But I did, yeah, four 
days a week in the medium-secure service for 10 months. Erm, at the end of 
my placement, my supervisors at the medium-secure service^had, erm, been 
trying to arrange for me to be paid for the summer to stay there and that was 
what I’d originally been hoping to do. However, there was lots of the usual 
kind of problems with money and all the rest of it and it didn’t look like it was 
going to happen. Erm, and my supervisor sent an email to all the other clinical 
psychologists in the region, in this area, saying, ‘we’ve got this placement 
student- we’d like to pay her to stay on over the summer but we can’t. She’s 
got some really useful, erm, experience that she’s had here for the last ten 
months- has anyone got any work?’ Erm, and somebody replied so I then did,
I had an interview and things for a temporary kind of assistant post again for 
four months and I worked in, erm, adult neuropsych rehab in an inpatient unit- 
a respite unit- and community work with people who’d had neurological 
disorders of some description. A lot of them were strokes but quite a few were 
neurodegenerative conditions like multiple sclerosis or mnd or those sorts of 
things.
Int- OK. And they were the two main experiences that you had before you got on 
the course?
P4- Yeah. I’d done a few, well I’d  done a  few other bits and pieces but nothing 
really very significant. When I was at uni I worked on an, erm, what did they 
call it?., success maker and high flyer. I did a voluntary project going to, erm, 
a secondary school in the town where I was that was in a very deprived area 
and they, we ran an afternoon school club 2 days a week. And it ran two 
separate programmes, which were, erm, success maker and high flyers. And 
the success makers was kind of erm, extra, extra tuition and extra computer 
programmes and things for children who were struggling with literacy and 
numeracy. Erm, and high flyers was for children who were, erm, who were 
doing really well in theh classes but didn’t Teally get- because of the context in 
which they were learning-didn’t really get any opportunity to stretch 
themselves so, erm, we ran two parallel groups- one for children who were 
struggling in their classes and another for children who wanted to do kind of 
more challenging work but just didn’t get the opportunity to do it during the 
normal school day. So 1 did that whilst I was at uni.
Int- And how long did you do that for?
P4- Erm, no I think it was-1 think I probably did that in my first and second years
at uni but it was probably only about seven months of going once or twice a 
week in both years so, you know, it was only probably a year’s worth of two 
evenings a week
Int- But I guess it’s still relevant, you know-1 mean it certainly seems to be
P4- OK. Do you want the other stuff that I put on my form us anything relevant?
(laughter)
Int- No, if you don’t mind..
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P4- Well, erm, I said it was relevant at the time-1 suppose it still is (laughter).
Erm, I’d, erm, as part of the Project Trident thing- a bit like the Duke of 
Edinburgh- When I was at school. I, the community service aspect service of it 
I did working in a, erm, a respite unit for children with multiple disabilities. 
Erm, they’d all got learning disabilities but a lot of them had physical 
disabilities as well. And so I volunteered there I think for weekends- for about 
six weekends of Saturdays and Sundays going there and kind of doing 
activities, taking the children out and all that kind of stuff-taking them out on 
visits to places and taking them shopping, doing craft stuff and painting and 
plasticine modelling and all that kind of stuff and playing games.
Int- And that was for about six weeks?
P4- Yeah about six weeks. And I think that was when I was still at school- or that
might have been when I was at college.
Int- Right, OK. OK that’s brilliant ...
P4- And what else?..
Int- Oh sorry is there more? !
P4- I don’t think so, I don’t think so
Int- A never-ending list of relevant experience!
P4- Oh, I’ d done a bit of bank work in an, eim, old people’ s home when I was at
college.
Int- Oh right. And how long did you do that for?
P4- Oh, literally probably only a couple of months. I had a bit of a, erm, manic
Christmas when I was doing three jobs when I was at college (laughter)
Int- Excellent. And I was wondering if you felt that this work experience that you 
got adequately prepared you for clinical training?
P4- Eim, well the placement year did I think. Yeah. Erm
Int- You felt kind of as ready as everyone else on the course?
P4- Ooh, erm. Well, er, I had the kind of “imposter syndrome” thing, as we called 
it, but actually I discovered that lots o f other people who’d done the kind o f 
what you- what you’re calling- the traditional route, so erm,
Int- You mean like you felt like a bit of a fraud? Like you shouldn’t be there 
perhaps?
P4- Yeah, yeah, completely.
Int- OK. But that was common with other traditional trainees?
P4- Yeah, lots of people felt that I think- “oh they’re going to find me out, I 
shouldn’t really be here”
Int- Yeah, OK. You mentioned that you did a sandwich year as part of your 
undergraduate degree...
P4- Yep..
Int- . .1 was wondering if you felt that that experience was kind of equivalent to the
experience of working as an Assistant Psychologist?
P4- Well, in some ways I think it is, in some ways I think it is and in other ways 
having met other Assistants since I’d say maybe it isn’t. But, erm, but I think 
it’s equivalent to the Assistant experience that you get as your first Assistant 
experience. Erm, I mean, I think other Assistants I’ve met since then Who’ve, 
erm, perhaps done lots of jobs in different fields may be towards, you know, 
once they’ve been doing that for a while they have a bit more autonomy and 
things. Erm, but I mean, I think you know any, any post- whether you’re a 
sandwich year placement person or whether you’re there as an Assistant- it’s
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kind of what you get out of the post, you know -how much you put in has a lot 
to do with what you get out. I think probably supervision does, you know, 
what your supervision is like and, you know, kind of how open your 
supervisors are to you, kind of, taking on a bit more work and things but, erm, 
yeah I think it probably is.
Int- So supervision is important but also how much you want to get out of that 
experience is equally important?
P4- Yeah, yeah. I think how much you’re prepared to kind of have a go. You
know, knowing your limitations but having a good supervisor who’s prepared 
to kind of support you to learn as you go or to kind of observe other people 
and then do stuff yourself. I’m really being very vague here aren’t I?
Int- No, that’s fine- that was absolutely fine. Erm, I was wondering- if we thought 
a little bit about people who followed a traditional route into training (if there 
is such a thing)- what do you think are the positive aspects of accepting 
individuals who have followed a traditional route onto the course?
P4- Erm
Int- So people who’ve worked, say, as Assistants after they’ve qualified for a 
couple of years
P4- Well, I don’t think there’s anything kind of firmly in favour or as a 
disadvantage for either really. I think that having a varied group was 
something that we kind of embraced in my year. We’d got people who’d done 
loads of different jobs, erm, had got experience of clinical psychology in lots 
of different, kind of, service provision models and lots of different client 
groups and things and that was actually really helpful. I think if things became 
a bit too prescribed, you might lose some of that really useful variability in 
peoples’ experiences and what sort of work they’ve done and that sort of thing.
Int- OK. And can you think of any challenges of accepting people who’ve
followed a traditional route onto the course? Or again is it hard for you to 
typify that in your experience- because it sounds like you had quite a mixed 
bag..
P4- Yeah, yeah, well. I think, erm, calling it ‘traditional’ is a bit sort of, erm  ^it’s 
not- even as a group, to put those together as a group- they’re so 
heterogeneous that actually it’s not, it’s just not-1 can see the rationale for 
calling some non-traditional but traditional is such a mixed bag. You know, 
we’d got two people who’d already done PhDs, at lead five people who’d done 
a Masters of some description as well and, erm, then the range of work 
experience was from, erm, I think the minimum was- there were a couple of 
other people who’d done a placement year and one year after their degree but 
other than that, everyone else had done a minimum of two years and some 
people had done up to five or six. Or some even more. And a couple of 
people had come back, come to do clinical psychology after doing something 
else and had done years and years of, you know- some of it was all relevant 
work and for some people it was 3 or 4 years of relevant work and a whole 
different career
Int- So, a real mixed bag by the sounds of it. It sounds hard for you to generalize 
on that
P4- Yeah. I suppose that the only thing about if people have been, erm, you know, 
doing that sort of work for a longtime in the traditional route then perhaps 
you’re, I suppose you run the risk sometimes of people already having
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established their ways of doing things before they have the core training but, 
you know, that’s true of all, you know, that could be true of people who’ve 
done the non-traditional route if actually they’ve already got stuck in their 
ways after a year, you know,so..
Int- But that could potentially be one, for some people anyway?
P4- Yeah, maybe. And also I suppose that there’s no-it’s back to the old
supervision thing- you know, that actually Assistant posts aren’t always 
fantastically, you know, some people moaned about the supervision that they 
had as Assistants and said that it wasn’t really very reliable and things. I 
suppose if the career structure into training isn’t very well organised, you 
know, there is the risk that people have kind of had inappropriate or unreliable 
supervision in some way. And there aren’t, because there isn’t a set criteria for 
getting a place on the training course- even if the courses say there are- 
everybody has got experiences of people who they felt really should have got a 
place and haven’t for some reason- then it doesn’t, you know, unless things are 
stipulated really clearly it’s not clear to people what they should have been 
doing and I think of that just breeds a sort of uncertainty- like, “am I doing the 
right things? Am I getting the right sort of experiences? Is my supervision 
right?” -  all of that kind of concern.
Int- Yeah, definitely. OK, if we switch to the more non-traditional candidates now. 
I’ve got a bit of a statistic for you from the Clearing House. In the past 5 
years, only 7 people applicants have progressed straight onto clinical training 
from their undergraduate degree.
P4- Yep., have you found all of them?
Int- Erm, I’ve found six
P4- Gooh, good work!
Int- It’s not bad (laughter). I was wondering what you thought the positive aspects
are of accepting final-year undergraduates straight onto clinical training? And 
you can talk about your personal experiences if that is easier.
P4- Can I talk about youthful enthusiasm?! Well, you know, financially- it costs a 
lot of money to train people and erm, you know, the sooner you get them 
qualified supposedly the more years of work you might get out of them. It’s 
one thing I suppose. There’s a bit of a diversity issue anyway in the profession 
so encouraging people to have gone different routes I think is a good thing.
Int- Yeah. And can you think of any challenges of accepting these final year 
undergraduates straight onto the course?
P4- Well, I was hoping to have a holiday between doing my undergraduate degree 
and starting training but it didn’t quite work like that.
Int- Quite an intense period of studying all the way through really?
P4- Yes, yes.
Int- And has that been like the main challenge for you, that you’ve found? Or have
you found any other issues?
P4- Erm, I don’t know- we’ll come back to the imposter thing again- that’s quite, 
erm, quite, er, an awkward thing. But I think that’s more about me than about 
what other people think about it.
Int- Yeah, but that was your personal experience anyway, of having that kind of 
guilt around being there a little bit
P4- Yeah, when there’s lots of other people who haven’t
Int- Yeah, definitely. And was that ever a problem for you with other trainees?
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P4- No, no not at all. People were very nice about it actually. Sort of a bit stunned 
maybe but, erm
Int- But you never experienced any problems because of the route that you took 
onto the course?
P4- No, a bit of ribbing but nothing, nothing major.
Int- OK. And obviously that statistic shows that not many people are getting on
and following this route into training. I was wondering what you think the 
barriers are which might prevent people from pursuing this route into training?
P4- Erm, I don’t know what the stats are on how many people do a placement 
year?
Int- Right, well certainly a lot of courses are bringing them in now aren’t they- it’s 
becoming a lot more common now, over the past 5 years or so
P4- Well, there were- when I started uni, there were 165 in my intake I think and
there were about 30 of us who did a placement year but not all of those wanted 
to do clinical. Erm, err. I, well I was the only one who got straight on 
obviously, erm- of all the others I can think of who did clinical placements 
who then wanted to do clinical psychology after their degree, erm the last of 
them got a place last September. Everyone else will have already- the rest of 
them are all in their second or third years now. So I think it’s quite a, kind of, 
it’s definitely helpful in terms of getting an Assistant post or getting other, you 
know, other useful experience and things like that.
Int- Yeah. So provision of sandwich years is kind of an important barrier perhaps?
That not enough courses are offering them?
P4- I don’t know- how many people actually want to do them?
Int- Yeah
P4- I’m not sure that anyone was stopped-1 can’t think of anyone who wanted to
do a placement but couldn’t find one. I mean it comes down to the money 
issue doesn’t it of course?
Int- Working for a year without being paid?
P4- Yeah but I mean, I did it by doing it part-time and you know doing a day of
paid work elsewhere so I suppose it is possible to do that. I mean, degrees are 
more expensive these days anyway aren’t they so that would definitely rule 
some more people out.
Int- So financial issues. I was wondering if you could think of any personal
experiences of barriers that you faced when you applied for the course in your 
final year?
P4- Time (laughter). Isolation- not being around lots of other people who are
applying. Erm, the careers service looking at me and saying, “what the 
bloody hell are you doing?!” (laughter). My tutor initially saying, “I’m not 
writing you a reference”- mainly because, 1 think that his wife had only just 
started training and she’d been working for like 8 years or something but he 
was fine about it actually and he wrote me a very good reference so that was 
fine. I think he was only joking
Int- But he was initially a bit wary?
P4- Well, no, I think people were just a bit like, “are you bonkers? ! You know,
why are you doing this?”. And lots of people just- actually the careers service 
at uni achnitted to me that they just weren’t, they weren’t prepared to kind of 
prepare me for interview because they said, you know, “we never do this now” 
and normally that’s kind of taken on by your supervisor or, or a local
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Assistants group or something, discussing applications and things, you know- 
so it’s not sort of, erm
Int- And did you have access to any of the local assistants groups?
P4- I did in my placement year but I didn’t really in my, you know, once I’d gone
back to uni
Int- So again this feeling of isolation during the time of applying- you were on 
your own then by the sounds of it?
P4- Yeah, a bit.
Int- OK. Something else that I’m quite interested in are the differences in the
strengths and learning needs of traditional and non-traditional trainees. And 
this is kind of divided into three sections, which map onto the way that the 
courses are structured, which are clinical, research and academic.
P4- Yep
Int- And again if you could give personal examples whenever possible then that
would be great. Can you think of any differences in the clinical learning needs 
of non-traditional trainees, compared to traditional trainees?
P4- Erm, well potentially I suppose you might have had less, erm, less direct 
clinical contact if you’re looking at only having (.) done a year of, erm (.) 
clinical work experience. So there might be some of those issues, erm, but, 
you know, I haven’t, I hadn’t seen clinical psychology with children at all, 
erm, I hadn’t really got any experience of clinical psychology with, erm, 
people who weren’t, you know, either brain injured or, erm, severe and 
enduring mental illness and forensic issues, erm..
Int- So the range of experience perhaps might be an issue?
P4- Might be. Might be, but again, you know, it’s not, the point isn’t that people
arrive on training having done everything already is it so- so to expect people 
to have kind of picked up a card from each, you know, have the full pack of 
cards in terms of, you know, a bit of work with children, a bit of work with 
learning disabilities, it’s daft isn’t it?
Int- Yeah, definitely. And can you think of any strengths that non-traditional
trainees might have in the clinical area of the course, compared to traditional 
trainees?
P4- Erm, (laughter)..
Int- ..It doesn’t matter if you can’t
P4- (laughter). Ooh, I’m sure I must have said something at my interview, err, err.
There might be a- that’s probably more a research thing- but just the fact that, 
erm, I mean I didn’t have to do one, but the other placement student had had 
to, as part of her placement year, had to have done a clinically relevant 
research project during the year.
Int- Right, OK
P4- So, erm, definitely having, kind of, undertaken research in clinical practice is 
probably quite a key thing
Int- Yeah, yeah, definitely.
P4- It wasn’t for me because I hadn’t had to do that. I had to do my dissertation
about that but then..
Int- Yeah, yeah. And what about if we think about research- can you think of any 
differences in the research learning needs?
P4- Yep. Well I can a bit actually because I was fresh out of having had stats
lectures every week, erm, and it was all still quite, kind of, fresh in my mind
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really- all of that stuff. And I know other people absolutely dreaded and hated 
all of that and, erm, I could still remember how to use SPSS and amongst those 
tragic things- that were quite helpful at the time, erm. Erm, I mean, it depends 
doesn’t it? Because other people who’d done a traditional thing might well 
have done research, a research assistant post- in which case, you know, it 
wasn’t a significant difference between non-traditional and traditional but, 
erm, yeah it was still all fresh in my mind
Int- So, that’s quite a big strength really
P4- Well, I think so. And equally, the whole kind of academic side of it- in terms
of being used to the, sort of, used to (.) spending time being in teaching 
sessions and that kind of stuff.
Int- Yeah, yeah, definitely. And in terms of, kind of, any problems that non-
traditional trainees might have in the research or the academic aspects of the 
course- can you think of any of those or are they mainly strengths?
P4- Erm, bum-out (laughter)
Int- Yeah, that’s true. Is that mainly for academic would you say?
P4- Yeah, yeah- the fact that, you Imow- that I dread to think how many hours of
the last seven years have been spent reading, writing essays, doing all that 
stuff.
Int- Yeah, yeah, certainly. Erm, I’m also interested in differences in supervision
style. And I was wondering if you could think of any differences in the 
supervision needs of non-traditional trainees, compared to traditional ones?
P4- Erm, I think, I think that’s so variable depending on supervisors that I don’t 
think you could, I don’t you could pull apart any differences between the two 
because actually, within the group, people will have had very, very different 
experiences. Erm, having someone, erm- one of the people in my year who 
qualified at the same time as me is now working at a place where I did my 
placement and it sounds very much like supervision still follows the same 
model as it did for me and the same kind of style and things. Erm..
Int- So it really depends on the supervisor rather than on the trainee- they kind of 
dictate the process?
P4- I think so, I think so. Erm, (.), I mean, I suppose if you’re non-traditional you 
still, you’re at, at an earlier stage in terms of developing your style and perhaps 
you’re more, a bit more kind of mouldable- that’s not a word is it? Try 
transcribing that! What am I looking for there? You can still be kind of 
sculpted a bit more- you know what I mean? You’re still a bit more, perhaps a 
bit more influenced by who your supervisors are and what your supervisor’s 
style is and things. But, I mean, again that’s variable across people and, you 
know, other people who’ve had years and years of experience might still feel 
like they can, you know, that things change
Int- Yeah, certainly. And I was wondering as well how you think that prospective 
employers view candidates who’ve pursued this non-traditional route- do you 
think that they would notice?
P4- Erm, (.), paranoia says yes but, erm, having got a job I’d say no.
Int- And it wasn’t an issue for you at interview or it didn’t go against you or for
you or...?
P4- Erm, I don’t think so, no.
Int- It was kind of irrelevant.
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P4- Yeah, mmm, I don’t know because there were other times when it was coming 
up to my interview thinking, “oh god, everyone else has done... the same as 
you do at the course interview- “oh god, everyone else has done loads and 
loads of relevant work before and I haven’t done any”. But, no, I think, erm, I 
don’t think things become completely level by after training because things 
aren’t completely level at the point that you enter training- you know, peoples’ 
experiences and skills and things are different at the point of entering training- 
even if someone said there were a core set of skills I think you’d be hard- 
pushed to say exactly what they are. And then, at the end, it’s very variable as 
well. And in terms of peoples’ preferences and things too- you know, you can 
kind of sell yourself based on which aspect of it you like best really. And, you 
know, I mean I don’t know whether your first degree classification makes a 
big difference, you know. I’ve heard people say sort of not very... - erm, I want 
to say ‘nice’ but that’s not a very good word is it?... not very, erm, flattering 
things about (.) first degree classifications. I mean. I’m sure I probably-1 
don’t imagine I would have got onto the training course if I hadn’t of got a 1st 
first time round
Int- And that was obviously quite a lot of pressure in your final year I can imagine?
P4- Well, yes and no- because actually (names a training course)- the offer that I
had from them in March was, you’ve got a place if you get a or a 2:1 
(laughter)., so actually things, things were ridiculously calm by, you know, by 
March in my final year because I was like, “well, hey, this is alright actually!”
Int- OK
P4- They interview later now so no-one will have that beauty
Int- Yeah, that’s definitely a good thing isn’t it, yeah. That’s going to be good for
non-traditional trainees. I’ve just got one more question and then just a couple 
of demographics to ask you.
P4- Yep
Int- And I was just wondering, last of all, what you think the implications are of
accepting non-traditional applicants for clinical psychology as a profession?
So what it means for the future of clinical psychology, as it were?
P4- Err, (pause- 2 seconds). I don’t know. I don’t know whether it’s gonna, erm, I 
don’t know whether it’s gonna take off or not in terms of what happens with 
all this New Ways of Working malarkey- if it all ends up being, erm, 
competencies, or as someone described it to me, “brownie badges”. They 
break up the doctoral training programme and people do lots of, er, key skills 
training as separate modules and all that stuff- who knows?
Int- There won’t be any non-traditional routes then then will there presumably, will 
there? With the new model..?
P4- Erm, yeah, it will break it down won’t it into being applied psychology and
going onto do the extra bits. I, I don’t know how that’s going to work really.
I’m completely bemused by the whole thing-1 don’t think I’ve got my head 
around it at all.
Int- I don’t think they have either (laughter)
P4- No. I get that sense!
Int- OK. There’s just a couple of demographic questions. I was wondering if you 
could tell me your age?
P4- Ooh, that’s very personal !
Int- You can use brackets if you prefer
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P4- Brackets? What, between 18 and 80?!
Int- (laughter)
P4- I’m 26
Int- OK. And how many years have you been qualified for?
P4- Erm, err, zero. I qualified in October
Int- OK. So just.
P4- Six months
Int- Brilliant. OK. And what is your gender?
P4- Female,
Int- OK. I was wondering if you had any other questions that you wanted to ask, 
erm, or anything that you think I might have missed or... ?
P4- No. ... I had straight-out “no” letters fi-om (names a course)- (names a course)- 
what was I thinking, applying there?!
Int- Aiming high!
P4- Yeah I was wasn’t I? Slightly delusional I think! (Names two courses) I
applied to and they both wrote the “thanks, but no thanks” letter.
Transcript 5
Int- I was wondering, first of all, if you could tell me a little bit about the nature 
and duration of the clinically relevant work experience that you obtained 
before going onto the course?
P5- Before going onto the course?
Int- Yeah
P5- Erm. I worked, from 17,1 worked as a Nursing Auxiliary in a psychiatric unit 
in adult mental health and learning disabilities. And that was, I mean, that was 
only for maybe a shift a week- so that would be 8 hours a week 
Int- And how long did you do that for- like until you were 21?
P5- Erm, yeah I did that until the year before I finished my undergraduate course,
so until I was 20. So that would have been for about 3 years and not during 
term-time. Then during term-time, throughout the four years undergraduate I 
was, erm, I did the Lovaas programme 
Int- What’s that, sorry?
P5- It’s an, erm, an applied behavioural analysis programme with autistic children
Int- Oh right, OK
P5- A home-based programme
Int- And how do you spell that, sorry?
P5- LOVAAS
Int- Oh right, OK. And how long did that last for?
P5- Erm, I did that for the full four years and I was doing a minimum of 15 hours a 
week
Int- Right, OK. And did you do like a placement year?
P5- Yeah I did a placement year as well- as part of the undergraduate course. Then
that was in a CAMHS team up in London (baby starts to cry in background) 
Int- Do you need to go and see to... ?
P5- No, it’s OK for the minute.
Int- Erm, I was wondering if you felt that, erm, that work experience adequately 
prepared you for the clinical training?
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P5- I think yeah, I mean, I think the placement was a really good placement so I 
think it did prepare me certainly for the CAMHS part of the training course. 
Erm, and I think, I mean to be honest, some people who came in who’d done 
research posts and things hadn’t had as much of the clinical, the direct clinical 
experience. So I think the fact that all of that experience was hands-on as well 
really helped.
Int- Yeah, certainly. You mentioned that you did like a kind of sandwich year as 
part of your degree. I was wondering if you thought that that experience was 
kind of like equivalent to the experience of working as an assistant 
psychologist?
P5- I think for the specific placement I did- yes. And for other people who did 
clinical placements during the undergraduate degree- perhaps no. I think it 
would depend on the nature of the placement but I think I was quite fortunate 
with the placement that I got.
Int- You got lots of clinical experience?
P5- Yeah, a lot of clinical experience. I was running CBT groups alongside a
couple of other colleagues
Int- Right, Ok- so it was really quite involved?
P5- Yeah, definitely.
Int- If we think a little bit about traditional trainees- what do you think are the
positive aspects of accepting individuals who followed a traditional route onto 
the course?
P5- Well I think that you-1 guess if people went straight through fi'om an
undergraduate and they hadn’t done the four years then you don’t necessarily 
know what being a clinical psychologist entails and whether you can manage 
the emotional aspects of it I guess. If you’ve had that kind of experience- that 
direct hands-on experience then at least you’ve got a sense of the nature of 
some of the difficulties that you’re going to be dealing with. Erm, I think it, 
perhaps it shows a level of dedication as well- that you know it’s the career 
that you’re after so maybe you’re less likely to get people dropping out 
because it’s not quite what they expected it to be.
Int- And can you think of any challenges of accepting people who followed a
traditional route onto the course?
P5- Well, I, I mean, I guess it’s just how competitive it is to get onto the course.
So how the courses discriminate between one applicant and another who’ve 
gone down that traditional route. Cos like, I would imagine quite often their 
CV’s and application forms look quite similar- so how you distinguish 
between people and, erm, things like comparing research placements, you 
know as a research assistant, with being a, an assistant psychologist where 
you’re getting the hands-on work.
Int- Yeah, definitely.
P5- And I think also- on my course there were people who had done a PhD before
coming onto the course but were trying to finish it off still once they started on 
the course
Int- Really?
P5- So obviously they had split loyalties in terms of time demands and course-
work and things
Int- God, I can’t imagine what that would be like.
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P5- No, no, well one of them, one of them had to actually leave it and finish it off 
after she’d finished the doctorate so her PhD was deferred by three years 
whilst she was doing the doctorate
Int- Gosh, that must have been horrendous.
P5- Yeah, yeah.
Int- I’ve got a bit of a statistic for you here from the Clearing House.
P5- OK
Int- In the past 5 years, only 7 applicants have progressed straight onto clinical 
training
P5- Really?
Int- Yeah. And I was wondering what you thought the positive aspects are of 
accepting final-year undergraduates straight onto clinical training?
P5- OK. Erm, well I think from my own perspective you’ve still got that, erm,
learning mentality - so in terms of writing coursework and things that’s all 
quite fresh in your mind. And (.), yeah., what other things? (pause-2 
seconds). Erm, all of the theory that you’ve learned on your undergraduate 
course is obviously quite fresh in your mind as well.
Int- Yeah, definitely
P5- Erm, I don’t know-1 think it gives you an extra determination actually ‘cos
you almost feel like you’ve got a point to prove because everyone else has 
gone the traditional route- that you, you kind of feel that you need to show 
why you’re there so maybe it gives you that extra level of dedication to what 
you’re doing. I don’t know, that might actually not necessarily be true but..
Int- That’s true in your experience though?
P5- Well, I certainly felt more determined to try and, yeah, try and prove my worth
really.
Int- Yeah. And in terms of the challenges of accepting final-year undergraduates 
straight onto the course- can you think of any of those?
P5- Well I think if you, it depends if people done an industrial placement year or
not and on the nature of that placement year really. But in terms of judging 
how they’re going to be clinically, you might have someone who looks really 
good on paper and who’s done a lot of research or audit, all that kind of thing, 
but hasn’t done as much direct clinical work so I think that’s probably a 
challenge to courses to judge how people are going to be clinically just from 
interviews.
Int- Yeah, certainly.
P5- Yeah, yeah. And I think again, you know, probably going back to my earlier 
answer really in terms of people knowing what they’re getting themselves 
into- what, you know, what the training’s going to involve and what the nature 
of the work is and the level of the emotional demand in terms of the work.
Int- Yeah, certainly. And obviously from that statistic, not many people have done 
this route into training
P5- No
Int- And I wondered what you thought the barriers are which might prevent
candidates from pursuing like a non-traditional route into training?
P5- I think, I mean -I don’t know if this is true for everyone -but certainly in my 
experience, erm, there were a few courses that discouraged me from even 
applying as an undergraduate.
Int- Really. And did you contact them directly to find that out?
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P5- I did contact them directly- naming no names (laughter). Erm, yeah and I 
mean I think that you hear so many horror stories about how difficult it is to 
get onto the training that I think that does put you off a bit. And certainly 
when, even when I went to interview and I’m sat in a room with people 
who’ve done Masters and PhDs and things- that’s slightly intimidating when 
you haven’t even got your undergraduate degree. But perhaps also because 
you don’t know what your final grade’s going to be.
Int- Yeah, certainly- so there’s an air of uncertainty there about what you’re going 
to get and whether it will be good enough 
P5- Yeah, and if it’s a conditional- if it’s a place that’s conditional on say, getting a 
then you’re tying yourself to something.
Int- Yeah, yeah, definitely. Something else that I’m interested in are the
differences in the strengths and the learning needs of traditional and non- 
traditional trainees. And this is kind of divided into 3 sections as the course is, 
which are clinical, research and academic. We’ve kind of alluded to this 
already but can you think of any differences in the clinical learning needs of 
non-traditional trainees, compared to traditional trainees?
P5- Erm, well again I guess it depends what they’ve done during their
undergraduate degree or what they’ve done as an assistant and how much 
direct clinical work that’s involved,
Int- So it’s quite personal, quite an individual...
P5- ..yeah. I mean potentially if someone’s taken 3 or 4 years to get onto the
course and been through 3 or 4 assistant posts, they might have got experience 
with different client groups that you haven’t had the time or opportunity to get 
experience in if you’re coming straight from an undergraduate course. So 
traditional people going the traditional route might have a broader range of 
experience in terms of client groups 
Int- Yeah, definitely. And what about any strengths that non-traditional trainees
might have in the clinical aspect of the course- can you think of any of those? 
P5- No, more the challenges. No, none immediately spring to mind,
Int- And in terms of research- can you think of any differences in the research
learning needs of non-traditional trainees?
P5- I think if, I think if you come straight from your undergraduate course -like I
said before, all of the statistical bits are quite fresh in your mind from your 
undergraduate dissertation. Erm, but then with, with traditional routes- if 
people have done a Masters or a PhD that can be quite fresh too but if they’ve 
just done an Assistant post then they might be slightly out of the research loop- 
it might take them a bit of time to get back up to speed with that.
Int- And in terms of the academic area of the course, can you think of any learning
needs or strengths that non-traditional trainees might have?
P5- Erm, (pause-3 seconds), perhaps in the level of statistics that you’re using and
the level of analysis that you’re doing of research articles that you’re critically 
appraising to a slightly different level 
Int- Like literature reviews?
P5- Yeah, that kind of thing. But if you’ve done a Masters or a PhD you will have
had to analyzed studies a lot more deeply and look at their strengths and 
weaknesses in a lot more detail than you would on the undergraduate course. 
And I think, I mean I think sometimes on the undergraduate courses, even with 
dissertations, that you can get away with not actually reading too many
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research articles and doing it all from the textbooks and things., sorry, can you 
hear me OK? I’m walking down a bus route so..
Int- Yeah. No, that’s a good point. Erm, I’m also interested in differences in
supervision style. Are there any differences in the supervision needs of non- 
traditional trainees, compared to traditional trainees?
P5- Erm, I think, well again it depends if you’ve done a placement year as an 
undergraduate but if you’ve come straight from your undergraduate course 
probably your supervisor’s gonna need to take on more (.) of a, of a teaching, 
educating role to begin with in terms of some of the clinical models and 
models of psychopathology and things ‘cos obviously undergraduate courses 
are quite generic in that respect
Int- And would that be true as well of someone who had had a placement year?
P5- I think to a degree, yes, yeah. And I think, to a degree, it’s true of all trainees
anyway on the doctoral programme but I think probably if you’ve worked as 
an assistant or worked in a clinical setting before you’ve got a, err, deeper 
background knowledge of some of the theories
Int- Yeah. And did you, was that your personal experience of supervision- say on 
your first placement?
P5- Yeah, I did find that a lot more on the first placement, yeah. And because it 
was adult mental health- and although I’d done the psychiatric nursing, I 
hadn’t actually worked psychologically - in the purest sense of the word -  with 
adults so there was a lot of that involved on that placement, yeah.
Int- I was wondering as well if you’ve ever encountered any problems- either on 
the training course or on your placements- because of your non-traditional 
route onto the course?
P5- Erm, I’d, I wouldn’t have said so- apart from perception. You know, self
perception and how others perceive you when they find out that you’ve come 
straight from the undergraduate course. And especially when, you know, 
when you’re on a course with people who’ve maybe taken four or five years to 
get onto it and you’ve got straight on from your undergraduate there is a sense 
of (.), “oh, you lucky sod”... I wouldn’t want to say resentment because I 
don’t think it goes quite that deep but, you know, an air of that around it. And 
yeah, more from fellow trainees. But that dies down pretty quickly, so..
Int- Yeah. And in terms of how you think perhaps prospective employers might 
view candidates who’ve pursued a non-traditional route into training- do you 
think that employers would notice that, or...?
P5- What, when you come to finishing the training you mean?
Int- Yeah when you apply for jobs after the course
P5- Erm, I don’t think it was an issue for me. And I know that I was up against
other people in competing posts that had gone the traditional route, erm, but 
again I’d, I think it-1 don’t know how helpful it is but I just think that it 
depends on what experience you’ve had coming onto the course. But also-1 
mean, I think one of the most helpful that someone told me when I was 
applying for the course was to think psychologically about what each of your 
experiences have added in terms of psychological knowledge or insight. 
Because I think that if you can really look at the experiences that you’ve had 
and link the psychological theories to them then it’s slightly irrelevant whether 
you’ve taken the traditional or non-traditional route.
Int- So it kind of depends on what experience you have?
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P5- Yeah, yeah. And, I mean, more recently I’ve just, erm, got a promotion at
work actually
Int- Oh- well done!
P5- Which is quite- thank you!- which is, it’s fairly early on in my career to be
offered the level of post that I’ve been offered so again I wouldn’t have said 
that going the non-traditional route has hampered me in that respect at all.
Int- Yeah, certainly. That’s brilliant. And, erm, in terms of, erm what the
implications are of accepting non-traditional candidates for clinical psychology 
as a profession- what do you think about that?
P5- I think that (pause- 2 seconds) more thinking is needed about how to link up 
undergraduate and postgraduate courses in terms of clinical psychology. It’s a 
conversation I’ve had recently with one of the lecturers on the (names a 
course) doctoral course- about how to link the two in a bit more. Because I 
know, erm, Tony Gale- have you heard of Tony Gale?
Int- No
P5- He was a guy who was quite senior in the BPS- he passed away actually a year
or two ago- but he was a really strong advocate for this. And I know in 
America they, with the courses over there that they link in quite closely 
between the undergraduate and the doctoral bit.
Int- Yeah
P5- I mean -  you’re at (names a training course) aren’t you? Especially at (names 
a training course)-1 mean they’ve got the four-year undergraduate degree but 
it doesn’t feel like the links are that close with the doctoral course
Int- No, not at all, no. They’re completely separate actually
P5- Yeah and it just feels like they’ve, you know, they’ve got a real missed
opportunity there actually to think about how you can tailor undergraduate 
courses to feed into doctoral courses
Int- And I think that there are some undergraduate degrees that kind of have very 
much applied modules-1 know that (names a university) does that. But they 
don’t necessarily link on. But have you heard of the Hull course?
P5- Yeah, I have heard of that- they do a bit more of that up there don’t they
(alarm sounds in background)- sorry. I’m just going to step outside the shop 
because the alarm’s been going off. Oh dear.
Int- That’s kind of like a fast-track isn’t it?
P5- Yeah. But I think the benefits of that are that the doctoral course get to hear
about and see some of their potential trainees on clinical placements so they 
actually get to hear about how they are clinically
Int- Yeah definitely
P5- And an objective view, rather than a view from a referee who- at the end of the
day, the referees you pick are people who are going to give you good 
references. Whereas if you, you know, if they can go directly to undergraduate 
lecturers and ask them what they think then they can get a slightly more 
objective opinion I think. So, yeah..
Int- OK, that’s kind of like- I’ve got a couple of demographic questions that I need 
to ask you- but that’s kind of like the end of the questions really. I wondered if 
you had anything else that you, erm, you felt was important to add or any 
questions?
P5- No, I mean I think, I think that more undergraduates should be encouraged to 
have a go at applying actually- and especially undergraduates fi'om (names a
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university, which also runs a doctoral programme). I think, I mean, I think I’m 
conscious of the fact that I’ve- the year that I went to university was the last 
year before they introduced tuition fees and so I think doing the placement 
year was a bit of a struggle because it was unpaid but it was manageable 
because I didn’t have to pay the tuition fees for that year too. And so my debts 
as I went through university were probably slightly lower than are nowadays. 
And it just, I think it’s a bit sad to think that maybe the placement years will 
die a death because of those financial struggles 
Int- Yeah. I think mainly you have to pay half tuition fees- it’s still a lot of money 
for not really any tuition 
P5- And to be honest, I do think it is a bit naughty of the NHS to have
undergraduates on a placement year and not pay them anything. Because I 
think essentially a lot of the time they’re doing a very similar job to assistant 
psychologists.
Int- Certainly, yeah
P5- So, yeah. And I’m not sure- reflecting back on it now. I’m not sure whether-1
mean obviously it worked out for me- but I’m not sure whether I’d advise 
other people to do a four-year course, erm, undergraduate course with a 
placement year or whether to just do the three-year and get out into the 
workplace being paid as soon as they can. I mean, I guess, I think it’s swings 
and roundabouts because obviously if you’ve done a placement year, you’re 
ahead of the game in getting an assistant post but you don’t get paid really, so.. 
Int- Yeah, just weighing that up really
P5- It is, yeah.
Int- OK. I’ve just got a couple of demographic questions then I’ll leave you in
peace 
P5- OK
Int- What’s your age? You can use brackets if you want
P5- Erm, 28
Int- And how many years have you been qualified for?
P5- Erm, it’s 2 and a half now
Int- And what is your gender?
P5- Male
Int- Right. OK, so that’s kind of the end of the questions now and thanks again for
taking part in this study. Hopefully this research will make some headway in 
some of the areas we’ve talked about 
P5- And actually I think that (names a training course) is a really good course for
that because they say quite clearly- or they did say quite clearly in the booklet 
with all the courses in -  that they look for potential in candidates rather than...
I don’t know, you do get a sense that some of these courses, they’re looking
for someone who can already do the job of a clinical psychologist before even
getting on the training- which is, you know, just silly.
Int- I think that (names two training courses) are the only two courses that stipulate
that they will accept applications from undergraduates. So obviously if you 
live up North you’re screwed really- well, unless you go to Hull!
P5- I only got the interview for the (names a course) course when I applied so I
was quite lucky to get on. But I know (names a training course) discouraged 
me from even applying-1 did apply but I didn’t get offered an interview.
Int- That’s interesting. So they’ve obviously changed their tune
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P5- They must have changed their policy. And, as I say, it did disappoint me 
slightly, given that I did my undergraduate course there. That was a selling 
point for the undergraduate course and then when it came to applying for the 
doctorate, they turned round and said, “well actually it doesn’t really count”- 
it’s kind of like I’d been misled a bit. But it all worked out OK in the end!
Int- Yeah. It’s definitely something that could come of this- looking to make those 
better links between the undergraduate and postgraduate...
P5- Yes. And, and maybe clearer information for people when they’re applying 
for undergraduate courses as well to help them make those decisions. So, 
yeah... no I think it’s a fantastic piece of research.
Transcript 6
Int- Can you start off by telling me a little bit about the nature and duration of the
clinically relevant work experience that you obtained before progressing onto 
the doctorate?
P6- Erm, let’s see if I can remember. Erm, I did-1 worked in a nursery with
children aged 3 months to 7 years and I worked there from when I was 16 to 
21 in holidays and on play-schemes. I worked within the different ages within 
that. Erm, I worked-1 had some, I did, I shadowed a clinical psychologist for 
a day doing assessments and, erm, undertaking kind of therapy. And I spent 
time in a stroke rehabilitation unit for an afternoon a week, probably for about 
six months. Erm, er, I worked for the- there was a local student, erm, err, help- 
phone- Nightline, that was open from 8pm to 8am and I did that for about 2 
years prior to starting the course 
Int- And that was before you did your undergraduate?
P6- No, that was before I did my postgraduate
Int- Oh, sorry.
P6- That was while I was doing my undergraduate
Int- So that’s quite a lot of experience before you actually got on
P6- Yeah, I think that it was-1 tried to, I think for when we applied you had to
evidence kind of different age groups and different kind of, erm, experiences if 
you like that were clinically relevant for the course 
Int- Yeah. And do you feel that that experience you obtained- do you feel that that 
prepared you for the demands of the course?
P6- No (laughter). Erm, I think the big thing for me was- I’m not sure whether this 
is what you’re looking for- but it was about the NHS. I don’t think that I had, 
erm, an experience of working in the NHS, nor of one-on-one therapy-1 don’t 
think my experiences prepared me for that. I think it prepared me for working 
with other people and for having some understanding of maybe some of the 
kind of difficulties. And yes- that’s probably a bit of a flippant answer- erm, it 
did give me some insight into what I wanted to do but I think the clinical 
training obviously did that much more.
Int- Yeah, certainly. OK. I’m not sure how relevant this question’s going to be as
I know that the Hull course is quite different. But, in your opinion, do you 
think that sandwich years, which are kind of like as part of an undergraduate 
degree, are equivalent to the experience of working as an Assistant 
psychologist.
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P6- Yeah-1 don’t have any experience of that- my perception would be, erm, not 
necessarily that it was equivalent-1 think, in hindsight, I think having a year of 
working before you are a trainee if you like is beneficial in terms of gaining 
experience and gaining understanding of using different things if you’re in a 
department where you can do that. If you’re just in a department where you’re 
just scoring tests and are sitting there doing nothing then I’m not sure if that’s 
equivalent. But, erm, yeah, I’m not sure if it’s relevant...
Int- Yeah, certainly- it’s not very relevant for you is it? So I guess what you’re 
saying is that kind of depends on the nature..
P6- ..the nature of the experience that you get, absolutely.
Int- OK. If we think a little bit about traditional candidates that get onto the
course- can you think of any positive aspects of accepting traditional, erm, 
applicants onto clinical training?
P6- I think the fact that they’ve had experience, whether that’s one year, two years,
three years or more in some places. I think they know the NHS settings 
usually or they’ve got experience of research, which will help them with their 
doctorate. Erm, I think (.) maturity I think is definitely something just in terms 
of physical age and experience- life experience that might help. Erm, and I 
think maybe a commitment to knowing what they want to do and following 
that through.
Int- Yeah, OK. And can you think of any challenges that there might be of 
accepting traditional candidates onto the course?
P6- I think going back to study- it’s harder to go fi’om having a 9-5 job and then 
going to a point where you’re expected to do more stuff on the weekends and 
you’ve got coursework and research to do. I think that might be more difficult. 
I also think that having had different experiences, kind of slipping back into a 
training course where you’re expected to kind of follow through and tick all 
the boxes and kind of do that might be difficult and feel like you’re maybe 
being shoe-homed into that whereas maybe you’ve developed a kind of 
individual style. And I think the fact that you might have developed particular 
interests and know that you might want to, say, work with children or work 
with learning disabilities but know to do the training you’ve got to do the 
whole, er, different bits and you’ve got to work with all the different client 
groups- that may not be something that you necessarily want to do
Int- Yeah. That’s really interesting actually-1 hadn’t thought about that, that’s 
very valid isn’t it? People might be quite driven might they if they’ve got all 
their experience in child and family. Yeah. OK, I’ve got a little bit of a 
statistic for you, which isn’t very relevant to the Hull course but erm, the 
Clearing House sort of says that in the past 5 years, only 7 applicants have 
progressed straight onto clinical training from their undergraduate degree.
And I was wondering what you think the positive aspects are of accepting 
final-year undergraduates straight onto clinical training?
P6- I think (.) something about motivation in terms of-or something about being 
able to follow straight on- having that kind of work ethic in terms of being at 
the university and, erm, doing, erm, and carrying on and being used to that. 
Erm, I think that-1 think it’s really hard because obviously that is what I did 
and I wouldn’t go back and change that. I think the difficulty is, is expecting 
people to give up their lives and have to move around and do all of that to do it 
traditionally if you like-1 think it’s really hard, so I’m very grateful for where I
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was at, erm. But in answer to your question, I think (pause-2 seconds), I think 
a willingness-1 think it’s about individual characteristics you’re looking for 
rather than what you say specifically- but I would say it’d be about willingness 
to learn. And to have shown commitment through other things that they have 
gained experience of what they want to do and, for me, I wouldn’t want to do 
anything else now and I’m really pleased this is what I’ve done.
Int- Yeah. And in terms of any challenges of accepting final-year undergraduates- 
can you think of any of those?
P6- I think support is a big one -I think support is a big one in training generally- 
but support around, erm, helping them kind of familiarising themselves with 
working within the NHS and the professional expectations. Because not only 
is it, erm, their first job as well as being kind of training and I suppose having 
to move around from placement to placement- to kind of get used to all of 
those things, I think it’s about having support and understanding that they can 
help that because it’s their first proper job if you like so there’s all the 
difficulties that go with that as well as being a clinical psychologist, which is 
emotionally and, kind of, physically demanding in terms of time.
Int- Yeah, definitely. And obviously that statistic sort of shows that not many
people get onto clinical training following that route and I was wondering what 
you think are the barriers which might prevent candidates from pursuing a 
non-traditional route into training?
P6- I think people don’t apply- I’ve worked, in all the placements I’ve had. I’ve 
worked with assistants and a lot don’t even apply that first year of being an 
assistant so I think people perceive-1 think it’s about perception, I think people 
think about clinical psychology in some ways a holy grail because there’s so 
few training posts, there’s kind of a blockage that people can’t get through, so 
they feel that they need to have all this experience before they bother applying. 
Erm, I think, there’s kind of a sense of wanting, of wanting, maybe wanting to 
have experience and wanting to know, ‘is that what I want to do?’ before 
applying and committing yourself to do- to apply for clinical training. And I 
think it’s a hard process in terms of deciding where you want to apply and 
interviews and everything like that. And I think people like to have a bit more 
understanding necessarily before they do so
Int- Right, so like personal factors almost in kind of making that decision?
P6- Yeah
Int- And can you think of any examples of personal barriers that you faced when 
you applied in the final year of your undergraduate degree?
P6- Er (pause- 3 seconds). Can you explain a little more what you mean?
Int- Yeah. I mean- again, I think this might not be one that will be as relevant to
you, given that, the course you were on- but some people have kind of said 
that they’ve kind of gone to talks to them and people have said to them 
explicitly, ‘don’t bother applying in your final year- you won’t get on’ and had 
experiences like that and I wondered if you’d had any such experiences?
P6- I think for me, I think there was something about, erm, feeling, yeah, feeling 
was I ready for it? There was something for me as well that did I want to 
commit to another 3 years in Hull- I’m from down South originally so it’s 
about, yes, personal factors in terms of where do I want to commit myself 
geographically. Erm, erm, err, I think thinking about would I be up for it- 
would I be able to cope with it so young, would I need more experience
144
because I mean there is that assumption or perception that you need more 
experience in order to be able to do the job.
Int- Yeah. And other people around you- were they quite pro you applying and 
going for it?
P6- Erm, my parents were. Er, I think it was- because again the Hull course is
slightly different, because of the way it’s structured, there were certainly some 
people from the first year that came and knew that was what they were going 
to do and they’d come to Hull to do the course. I was always aware of it and it 
was always something in the back of my head that I thought about doing but it 
was never something definite for me but it was something that I’d thought 
about. Erm, so I think from my personal-1 knew I wanted to work with 
children so it was about, what was the best way to do that? And one of those 
options was clinical psychology but there were others as well and it was trying 
to investigate what was the best for me and what did I have a chance of kind of 
doing and being able to do?
Int- OK. I’m also interested in the differences in the strengths and learning needs 
of traditional and non-traditional trainees. And I’ve kind of divided this up 
into 3 sections which map onto the way the courses are structured, which are 
clinical, research and academic. And if you can give examples of like personal 
experiences if possible that would be great. Erm, can you think of any 
differences in the clinical learning needs of non-traditional trainees, compared 
to traditional trainees?
P6- Clinical learning needs. Erm, I think (pause-3 seconds), I think this is
probably a general one but I think that when you’re thinking clinically when 
you have lectures and when you have support you’re wanting to know, what 
do I do when I’m sitting in a room with a client- what should I be doing? And 
I think some of the lectures tend to be more theory-based, erm, but I think 
there kind of is more of an emphasis on practical and, kind of, role play and 
basing it in examples of clinicians’ own experiences when they’re coming in.
I think I would have said a lot more opportunity at the begiiming of the 
placement in terms of shadowing- that was something I certainly lacked in my 
adult placement, my first placement- and I really found that difficult. Erm, I 
was actually on placement with a girl who had been an assistant and there was 
no differentiation made with our supervisors in terms of the types of cases that 
we got, er, even though I felt that she was- you know, I think she’d got two 
years experience as an assistant- erm, and I felt that there wasn’t that 
differentiation in terms of what I may be able to manage and needed support 
with. Erm, I think for me it was around, yeah, needing, kind of, real-life 
examples- being able to see other people work, hear about other people work 
and then be able to translate that kind of for myself. So I think if you haven’t 
had that as an assistant, you need that kind of in your early placements.
Int- So you think that perhaps there might be some differences in the clinical 
aspects in terms of supervsision?
P6- Absolutely, yeah
Int- Do you think that there are any other differences in supervision style that 
m i^ t be needed for non-traditional trainees?
P6- In terms of supervision style-1 think that does come down to individual
differences because I think some people prefer a kind of more structured kind 
of CBT approaches and I think some people prefer more non-directive. I think
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my first supervisor, at that point, was very kind of CBT and we had an agenda 
and that was helpful at that stage to guide me but it also didn’t leave enough 
room to think about the more reflective issues. And I think courses now are 
starting to become more aware of the importance of reflection, so I think that’s 
coming in earlier, but I think that’s important as well- to have that space in 
supervision to reflect on how the job is- how you’re managing the job and how 
it’s impacting on you.
Int- Yeah. And do you think that non-traditional trainees need that, that space for 
reflection more than traditional trainees?
P6- Yeah-1 think they need to feel-1 think every trainee needs to feel supported-
but from my own experience, I needed to feel-1 felt as though I wanted to feel 
more supported, like someone knew what was going on for me and how I was 
managing.
Int- Yeah. And can you think of any strengths that non-traditional trainees might
have in the clinical aspect of the course, compared to traditional trainees?
P6- Erm, (.), I think again it comes down to individual factors but I think for me, I
think it was around enthusiasm-1 was interested. I felt that from the lectures 
that we had that we were, that I was prepared somewhat for the, for seeing 
clients. I think once I then got in with clients, I think they were more complex 
than kind of sometimes the teaching led us to believe if you like. I think that’s 
true kind of across the board. Erm, I think, erm (pause-5 seconds), I think 
again willingness to learn and maybe not be rigid in where you’re at or the 
experiences that you’ve had and be open to new experiences.
Int- In terms of the research learning needs of non-traditional trainees, can you
think of any differences there -compared to traditional trainees?
P6- I think the advantage is I’d obviously just gone fi-om doing undergraduate
research-1 did a dissertation in my final year so you kind of go on and you’ve 
already got that and you’ve had your three years of stats lessons. Erm, we 
hadn’t had much qualitative but there was an acknowledgement of that as well. 
So I think you’re more prepared, you’re more understanding of- you know 
how to get the information, you know where everything is in the library and 
things like that, I think that helps. Erm, I think, yeah what I would find 
difficult maybe about, erm, you know getting back into that and that 
understanding of knowing where to find things. I think the advantage you may 
have is -  it depends on the traditional route; if you’ve had a research, erm, 
erm, job if you like- if you like have real-life applicability- often for your 
final-year undergraduate you do either students or you do kind of things you 
have access to whereas if you’ve had it as part of your job, you’re doing 
research kind of in the real-world, in clinical life, and I think that will be an 
advantage for in training and maybe give you further ideas about what you 
want to do your dissertation on. Erm, I also think that you’ll have experience 
in how to do it properly if you like, with ethics and things like that-1 think that 
was one of the more difficult parts of the training. Kind of, erm...
Int- Yeah. OK. Erm, can you think of any differences in the academic learning 
needs of non-traditional trainees, compared with traditional trainees?
P6- Erm, (pause-3 seconds)
Int- I guess I mean like essays and case reports..
P6- Yeah. I don’t, I don’t think so because often the academic is about checking
out where you’re at -with the theory and learning and I think we can all do that
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from books and we can all do that from-1 don’t think that that would 
necessarily differ. I think you may have- if you’ve obviously had more 
experience of working with client groups, you’ve had more experience and 
you’ll have, you might have done more reading and know about more, erm, the 
big cases. So Î find that most people read up- you don’t read generally, you 
read about specific cases that you’re interested in or that you’ve seen so it’s 
about having that possibility.
Int- Yeah. And can you think of any strengths that non-traditional trainees might 
have in the academic area of the course?
P6- Erm, (pause- 3 seconds), again they’ve come kind of straight through and
they’re kind of applied to it and know where to look and they’re used to being 
in lectures and having that experience.
Int- Yeah, OK. 1 was wondering if you’d ever encountered any problems on the 
clinical training because of your non-traditional route that you followed into 
training?
P6- Erm, (pause-5 seconds), I think it’s been an advantage in some ways- oh ok,
sorry, we’re thinking about problems- erm,
Int- That’s fine, you can talk about both..
P6- Erm, (pause- 4 seconds), I think it was something everybody was anxious
about- it was something I was always aware of You were always worried 
you’d kind of sit in a, sit in a room vrith a kind of 60 year man and he’d kind 
of look at yon and say, ‘well, what do yon know?’ It wasn’t  something 
personally that happened to me but I am aware from other trainees there was 
kind of an inference about being- if you looked young or you were young. I 
think, again. Eve always (pause- 2 seconds)- sorry, this is going to be horrible 
to transcribe- erm, (pause-2 seconds), I think it’s about, yeah it is individual 
differences and how people get on and relate to others and that’s kind of one of 
those key bits rather than how much you know,
Int- Because you’ve got a very- you know, obviously there might be some general 
differences but really if  s down to the individual- if  s very personal and 
evei’yone’s different anyway?
P6- Yeah. '
Int- But you haven’t ever experienced any real problems in your career because of 
the route that you followed?
P6- No
Int- Ok. I was wondering how you think prospective employers view candidates 
who’ve pursued a non-traditional route into training?
P6- I think it’s a little bit hard for me to answer that because I’ve stayed in my
local area so I’ve stayed. I’ve, er. I’ve qualified and got a job in a place where 
I had a placement. So they obviously worked very closely with the Hull 
course, so they were aware of their way of doing it and there are quite a few 
Hull graduates that still work in the department. So I think they obviously 
view them very favourably because that’s kind of the model we kind of have 
here, if you like. Erm, I think if I was going to, if I was considering elsewhere 
I think 1 would be concerned that people would perceive me as having less 
experience but again I think it’s about talldng up what you’ve done and 
coming across to the best of your ability about what you’ve done and why you 
want to do the job that you do. 1 don’t think that necessarily that someone’s 
going to- once you’ve gone through the training, someone that’s been an
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assistant for two years previously to the training is any better than someone 
who went straight on.
Int- Mmm. And do you think that employers notice when, you know, if you apply-
do you think they’d even pick up on it?
P6- Erm (pause-4 seconds), I think again, I think it would be about individual 
differences and confidence. I can honestly say if I went for an interview for 
somewhere- if I’d have gone straight on the course somewhere else-1 feel like 
I shouldn’t have been prejudiced against because of that- if that bothered them, 
if you like. I think it should be about being able to answer the questions and 
come across and do that-1 don’t think it should be about how many years you 
worked as an assistant before that, I think it’s about what you’ve learned in 
clinical training-1 think that’s much more, much more necessary if you like 
than the previous years. But I think the assistant years help you in your early 
years of training
Int- Yeah, certainly, yeah. OK. What do you think are the implications of
accepting non-traditional applicants for clinical psychology as a profession?
P6- (pause- 4 seconds)
Int- What does it kind of mean for the future of psychology?
P6- I think it’s a positive thing. I think it’s about, I think it’s about diversity-1
think some people are very different- some people at 21,22, are very different 
to people who are kind of 24, erm- let me say that again. I think again it 
comes back to individual differences and I think some people some people are 
much more mature and able and capable if you like at 21 to be able to take on
the training and some people would say, ‘no, that’s not for me and I’m not able
to do that yet’. And I think that, that you should be given the opportunity to 
and I don’t think you should be discriminated against because of that and I do 
think it’s only because the sparsity of places that it creates that problem- that’s 
why people have to have, erm, so many years kind of experience to get 
through kind of the first time
Int- Yeah. OK. Erm, that’s kind of the end of the questions now- I’ve got a couple 
of demographic ones I was hoping to ask you
P6- Yep
Int- I was just wondering what your age is?
P6- I’m 25
Int- And how many years have you been qualified for?
P6- 18 months
Int- And what is your gender?
P6- Female
Int- OK. I was wondering if you had any other questions or anything else that you 
thought I might have missed that you thought was important, or wanted to, 
erm, add really?
P6- Only that one of things that I was going to say when I was talking about age 
and saying about one of the positives-1 think working in a child service and 
working with children-1 think my age worked for me, in terms of you see 
children and young people and you’re not, they’re not coming along and 
seeing a 60 year old man that might not they feel that they identify with and 
I’ve always felt that that’s worked for me in terms of seeing young children 
and young people and feeling that they can, that that’s a positive for them in
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terms of seeing someone young and that feels more, that they can have maybe 
more connection with.
Int- OK. Yeah, that’s really interesting. I guess that perhaps the mature applicants
feel a bit more comfortable with the older adults, so it kind of works both ways 
I guess- so that’s interesting
P6- Yeah, possibly
Int- OK. Thanks again for taking part!
Transcript 7
Int- Can we start off by you telling me a little bit about the nature and duration of 
the clinically relevant work experience that you obtained before getting onto 
the doctorate?
P7- Erm, gosh I’ll have to think back a bit now (laughter). Erm, most of it was-1
don’t think I really worked in any particularly, erm, as you might say, 
traditional clinical settings. I did a couple of summer playschemes with 
children with special needs, erm, and I did things like shadowing, erm, various 
health professionals so, erm, so I shadowed some staff in a breast screening 
unit and I spent some time with the special educational needs support service 
in my local area. Erm, and things like being involved in university Nightline, 
so listening and advice kind of phone line. Erm...
Int- Yeah. So was that experience kind of when you were on the undergraduate 
degree or before that?
P7- It was yeah- mostly on the undergraduate degree, a little bit before that- the
summer playscheme, that was before I actually started- no, no, that was while I 
was an undergraduate, yeah.
Int- And how long did you do the summer playscheme for?
P7- Erm, that was a month- it was a month, eim, for two summers
Int- Right, OK. And the shadowing, how long was that?
P7- That was sort of maybe a week in total I think
Int- Yeah. But the nightline was relevant too- did you do that like all the way
through uni?
P7- I did that for three years, yeah
Int- Yeah, so it was quite a significant chunk of work experience. Did you do a,
erm, a sandwich year as part of your degree at Hull- I’m not sure how it works 
to be honest
P7- No, I just did my straight undergrad degree in psychology- although I actually
started off with psychology and philosophy, erm, and dropped the philosophy 
so I could take the clinical modules in the third year- and then went straight 
onto the three years post, postgraduate course
Int- OK, brilliant. I’m not sure how relevant the next question’s going to be, erm-
in your opinion, do you think that sandwich years, as part of an undergraduate 
degree, are equivalent to the experience of working as an assistant 
psychologist?
P7- Erm, that’s quite difficult
Int- You can’t really speak personally can you?
P7- No. Erm, I’m not sure-1 really couldn’t comment because I’ve not done either
Int- Right, OK. And do you feel that the work experience that you obtained before
getting onto the doctorate adequately prepared you for the course?
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P7- Erm, I think in some ways it did, erm, although it wasn’t an assistant post or 
anything, it was- it was kind of ‘go out there and get on with it’ sort of work, 
which on placements I think you is what you need to do a lot of the time. Erm, 
and it gave me the opportunity to work with a whole range of different clients - 
or perhaps not always work with but at least observe. Erm, I’m trying to 
think- I’m sure I must have done more than that but I can’t think of anything 
else to be honest! I think in some ways it was useful but at the same time I can 
see the usefulness of being an assistant-1 think it’s a much more structured 
view of what you’re going to experience on the clinical training.
Int- OK. And that leads us quite nicely onto the next question really- so I was
wondering what your views are on the positive aspects of accepting traditional 
candidates onto the course- so you’ve kind of already listed one- that perhaps 
they’d have a more structured, erm, you know kind of experience. Can you 
think of any other positive aspects of accepting traditional candidates?
P7- Erm, (.), I think (.) the work experience itself I think is, is really good-1 think 
people need to get out there and do some work, erm, and get their hands dirty 
as it were and know what they’re doing, erm, which I think as an assistant you 
get a very good- you often have very good opportunities to do that, to actually 
work directly with clients that you’ll be working with post-qualification. Erm, 
also I think it, er, can give you a very good understanding -if you’re an NHS 
psych assistant obviously- a good understanding of NHS structures and team- 
working and all that side of things. But I think, I think that side of it’s good, 
erm, and also I guess if you’re working as an assistant psychologist you’re 
perhaps more involved with things like more involved with things like the BPS 
earlier on and perhaps various divisions. So I think assistants bring a lot of 
background knowledge, both of client group problems and the NHS to 
training.
Int- Yeah. Can you think of any challenges of accepting traditional candidates 
onto training?
P7- Mmm, erm, (pause-2 seconds), that’s quite a difficult one actually! Challenges 
for..?
Int- Erm, just challenges really generally of accepting those candidates- those types
of candidates onto the course
P7- Erm, I think maybe experience could be limited depending on people, on what 
exactly people have done. Erm, (pause- 2 seconds), beyond that I’m not sure. 
Most people I’ve worked with or spoken to who’ve done assistant posts and 
things have found it really valuable and haven’t found it, that it’s been 
challenging in any way
Int- Right- so your experience has been quite positive. OK. So if we kind of, erm- 
I’ve got a bit of a fact for you- if we kind of exclude the Hull course in this 
statistic fi'om the Clearing House- in the past 5 years, only 7 applicants have 
progressed straight onto clinical training straight from their undergraduate 
degree. And I was wondering what you think the positive aspects are of 
accepting ftnal-year undergraduates straight onto clinical training?
P7- Mmm, umm, I think, mmm- that’s a difficult one actually. I mean Hull is
obviously slightly different but I think it depends what the individual brings, I 
don’t think it’s fair to rely on whether people tick ‘x’ number of boxes and 
they’ve covered this as an assistant and this, that and the other so I think the 
interview process, as long as it’s looking at the person. Erm, and often I think
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that actually somebody’s manner with other people is worth perhaps a lot more 
than, erm, bits of paper, you know- erm, that they’ve done this job or that job 
or they’ve got this bit of experience- if you can’t relate to people, I don’t think 
that’s worth much at all. So I think hopefully the interview processes are 
rigorous enough to only select people who actually do have the necessary 
qualifications and skills, erm 
Int- So you have a very individual view of the selection process- each person 
should be taken on their own merits 
P7- That’s what I think, yeah.. I’m not sure that it always happens like that
(laughter), erm, which the figures bear out-1 mean, only seven people-1 do 
think often it’s a tick-box thing. But I guess they have so many people 
applying that you, you narrow it down according to who’s done what and 
who’s ticked which of those boxes and which I think makes it very difficult. 
And, erm, and I think, I mean personally I think if you’ve gone to school, 
university and then training then you are missing out but maybe if you’ve 
taken some time out and gone travelling, worked in some other part-time job 
or something to just generate some money for going to university-1 think that 
can be really useful. And I think there is a lot to be said for life experience 
Int- So that’s kind of like a challenge of accepting these kind of individuals isn’t it
onto the course?..
P7- Yeah
Int- .. they’ve kind of always been in education (laughter) and not had that time
out. So, yeah, I mean- I’m also interested in what you think the barriers might 
be which are, exist to prevent candidates from pursuing a non-traditional route 
into training?
P7- erm..
Int- Because obviously, like you said, not people have got on and I wondered why 
that might be and what barriers might exist?
P7- Yeah. I think, as I say, I think a lot of it is perhaps to do with the, erm,
screening process that training courses use and I think it is sometimes- 
certainly in the early stages- might be quite a paper exercise. Then these 
people who’ve been an assistant for x number of years, maybe published some 
work-1 think if you’re going down a non-traditional route that’s probably not 
going to have happened, erm, it is unlikely that you will have had any papers 
published- certainly within a clinical slant- you might have some from your 
undergraduate work, erm, but I’d say it’s less likely. Erm, and I think also the 
issue of age, erm-1 think a lot of courses look at you and if you’re on the 
younger side they might consider you to have had less experience, erm, which 
I don’t think is always-1 don’t think they particularly like that. I think they 
often look for the people who’ve had the most experience and I’m not sure 
how much they take into the account the quality of the experience 
Int- Right, OK. Yeah I guess that’s a really good example of a barrier really. Can 
you think of any examples of, erm, personal barriers that you faced when you 
applied for the course in your ftnal-year of your undergraduate degree?
P7- Erm, I think just- I’m not sure I had as much of an understanding of what
clinical psychology was and how clinical psychologists work, although I’d 
perhaps observed some and been in various NHS settings I’d not had the 
opportunity to really find out what the day-to-day work was like, erm, and to 
really look into the different settings. Personally as well, you know I think
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there is a lot to be said for work experience and getting out there and doing 
things and it can feel a bit like you’re unprepared (laughter), erm, but again it’s 
slightly different with the Hull course- you know, kind of the way it works..
Int- ..in that everyone does that route so you’re supported in that aren’t you, I 
suppose?
P7- Yeah. I mean, some people who apply and are interviewed don’t get it the first 
year round so take a year out and work probably as an assistant for that year, 
erm, but actually the year I applied four of us were accepted straight on, a few 
weren’t, but then they increased the numbers for the course a couple of months 
later so they then went back to those people and they also went straight on. So 
it was a slightly odd arrangement.
Int- So I imagine your experience of following that route into training is going to 
be very different from someone else who is surrounded, say, by everyone else 
who followed a traditional route onto the course- you’ve got a very different 
experience of what that’s like?
P7- Yeah. It did feel much more supported, much more normal. Whereas I think 
if I’d been interviewing with other people who had done years of assistant 
posts etc etc that would have been very different
Int- Yeah, definitely. OK. I’m also interested in looking at the strengths and
learning needs of traditional and non-traditional trainees. And this is going to 
be divided into 3 sections, which kind of correspond to the waylhe courses are 
structured, which are clinical, research and academic. And if you could give 
examples of your personal experiences whenever possible then that would be 
great. Can you think of any differences in the clinical learning needs of non- 
traditional trainees, compared to traditional trainees?
P7- Erm, I think the non-traditional, the clinical needs are probably much greater,
erm, because there hasn’t been that opportunity to be in clinical settings and to 
perhaps do any psychologically-based clinical work. Erm, like I said, my 
work experience was not -whilst it was with different client groups that you 
come across in clinical psychology work- it wasn’t psycholbgy work that I was 
doing with them. Erm, so I think there’s perhaps a lesser understanding of the 
way things work and the models of working and different styles of working.
Int- OK. And can you think of any strengths that non-traditional trainees might
have in the clinical aspect of the course?
P7- Erm, I guess sometimes if you’ve not been constrained by the clinical
psychology, you know, structures then you might have come across more 
things that work for you and you perhaps have to put more effort into rapport 
with people you’re working with, erm, because you don’t have the other tools, 
as it were, to fall back on. So I think that can be quite positive.
fnt- OK. And in terms of the research learning needs of non-traditional trainees,
compared to traditional trainees- can you think of any of those?
P7- Erm  ^(pause-3 seconds)^ yeah again I think, erm, traditional trainees will have
likely been exposed to research work and probably, in my experience, will 
have done, you know, will have been involved in quite a bit of research. Erm, 
but at the same time I suppose if you’re doing an undergraduate degree then 
you will have been involved in research at that level- it’s slightly different but 
I think you’ll still have a pretty fair understanding. Erm, I know from me, you 
know, my third year undergrad project obviously was a big research project 
but it wasn’t a clinical one. So whilst it’s good for understanding the
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structures of research and ethics and the rest of it in general, it wasn’t actually 
clinical so I think perhaps more traditional route trainees would have had that 
experience. Erm, yeah..
Int- OK. And in terms of any strengths that non-traditional trainees might have in 
the research aspect of the course, compared to traditional trainees..?
P7- Yeah, like I said I think there’s like probably- strengths of traditional, is that 
right?
Int- Erm, strengths that the non-traditional trainees have, sorry
P7- Don’t worry. I’m getting them all back to front! Erm, OK., strengths of non-
traditional. Erm, I guess it depends on the individual and I suppose, you know, 
erm, a lot might rest on what research you did get a chance to do in your 
undergrad degree or, you know, or in other work that you’ve perhaps been 
involved in. So, yeah maybe not so much strengths for the non-traditional in 
that respect
Int- Right. OK. In terms of the academic learning needs of non-traditional 
trainees- can you think of any differences there might be in that area?
P7- Erm, not particularly, not in terms of the academic. I think traditional trainees
will have done certain experiential learning while they’ve been working but in 
terms of the actual academic learning I think that’s probably not too different.
Int- Do you think they’ve got, that non-traditional trainees might have any
strengths in the academic aspect of the course- so perhaps essay writing or, I 
don’t know, case reports, things like that?
P7- Erm, possibly with case reports, erm, yeah the sort of written work you come 
across in clinical settings that you’d be required to do- may need a bit more 
experience in that. But, erm, no, that’s all I can think of.
Int- So you can’t think of any strengths that non-traditional trainees might have in
the academic area of the course? It’s getting confusing isn’t it- which one’s 
which (laughter)?!
P7- Non-traditional-academic strengths. Erm, no ‘cos I think obviously traditional 
route trainees have usually gone through the whole academic undergrad as 
much as non-traditional, erm. There may be something to be said from going 
straight on and not losing some of those skills whilst your out in assistant posts 
but, at the same time, as you’re doing assistant posts you’re still doing a lot of 
academic stuff so I can’t see any differences from my point of view
Int- No, no that’s perfectly fine. OK, I’m also interested in differences in
supervision style. Can you think of any differences in the supervision needs of 
non-traditional trainees, compared to traditional trainees?
P7- Erm, (.), OK, I think possibly- and again this depends on the individual- 
possibly non-traditional trainees will need more support initially to getting 
used to the different ways of working within the NHS- when on placements, 
for example. Erm, they might not be as used to multi-disciplinary working for 
example or maybe not as confident in their clinical skills- simply because 
traditional trainees have been in that setting, they’ve done that work. But, at 
the same time, I think it’s possible that non-traditional trainees might feel, I 
don’t know, as you say it’s only 7 people who’ve done a non-traditional route 
so they might feel quite justified and quite, erm, secure in their knowledge and 
ability, erm, again it’s a little bit different with the Hull course.
Int- Yeah, I guess it would be quite difficult to comment wouldn’t it from your 
experience on that because, you know, you were surrounded by people who
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mainly followed a non-traditional route. Yeah, it’s a sort of, bit of a tricky one 
really. OK. I was wondering if you’d ever encountered any problems, either 
on the course or during the course of your employment, because of the non- 
traditional route that you followed into training?
P7- Erm, no. I mean personally I haven’t-1 think a lot of that was to do with the
fact that most of the people on my course were also non-traditional. Erm, I
think had I been on another course, erm- and certainly we, there was some 
friction between our course and a relatively local course in that they didn’t feel 
that they were as experienced and as qualified because of the route we’d taken. 
And I think there can possibly be some resentment
Int- So that’s kind of from peers more so than employers it seems like?
P7- Yeah, erm, I mean. If we’re thinking about employers, it’s very difficult
because you don’t always get true feedback I suppose. I’ve occasionally felt 
that I’ve been judged as being very young and not having enough pre-training 
experience, erm, but at the same time I’ve qualified and I have that 
qualification now so don’t think it’s perhaps explicit. So I think maybe 
sometimes employers might look at it like that
Int- Do you think that generally employers do notice- that you followed that
pathway and they have an awareness perhaps of what the Hull course, erm, 
involves?
P7- Erm, I don’t think many people know that much about the Hull course exactly. 
Erm, but I think a lot probably do notice if you’ve had that assistant experience 
or similar
Int- Right, OK. And do you tend to mention it at interview, about your non-
traditional route? Would you kind of bring it up or would you just sort of 
leave it?
P7- Yeah, I don’t think I do tend to really. Erm
Int- So it’s irrelevant for you once you’ve kind of got that qualification?
P7- Yeah, yeah, I think that’s the way it seems. Erm, and to be honest. I’ve only
had 2 interviews so, erm. I’ve not had that much experience of opportunities to 
mention it really (laughter)
Int- Yeah, OK. I’ve just got one more question left then there’re some
demographics that I wanted to ask you. But the final question is, erm, what do 
you think are the implications of accepting non-traditional applicants for 
clinical psychology as a profession?
P7- Mmm
Int- So how, what it means for the future perhaps of clinical psychology?
P7- Mmm. Erm, I think it possibly means you’ll get a more diverse range of
clinical psychologists. I think a lot of people follow the very traditional route 
and you, it is, I think it- from speaking to other assistants and that-1 think it’s 
very structured in some ways and quite limiting in some ways. So I think 
there’s the potential to get, erm, a greater diversity of people in the personal 
sense-1 think people will bring very different things. And again it depends 
perhaps what people have done before going to university- did they take any 
time out or was it a straight-through route? I think if it’s very straight-through 
and people haven’t taken any time, there might be an issue of people being, 
erm, not unprepared necessarily but kind of, erm, a bit unused to working and 
the role of someone as a professional so that could impact to some extent.
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Erm, but at the moment I think the case is that there are so many assistants and 
so few training places, erm, I think, yeah
Int- Do you think thafs another example of kind of like a barrier that prevents 
people following that route? Like just that there are so many assistants?
P7- Yeah, absolutely, yeah. I didn’t think of that before but yeah, there are a lot of 
assistants and a lot of people with an awful lot of really good experience so for 
a non-traditional it would be very difficult to have something that is above, 
over and above that
Int- OK. Erm, I was wondering if there was anything that you wanted to ask or 
anything that you wanted to add that perhaps I might have missed?
P7- Erm, no I don’t think so. Erm, it’s always kind of weird when people ask you 
about your route into clinical psychology because you have to explain the 
course and blah-blah-blah-blah-blah. And, you know, at first if you say, ‘Oh,
I didn’t work as an assistant or anything’, people kind of look at you and 
you’re like, ‘yeah but that’s how the Hull course works!’. So, it was a lot-1 
think- it was a lot easier for me to get into clinical training, erm, clearly for me 
that’s a good thing! Erm, but I don’t think my work suffers or I don’t think my 
employers suffer because of the route that I took. I think that the clinical 
training is more than sufficient to ensure that people come out at the other end 
and know what they’re doing, hopefully.
Int- Yeah, and I think it’s interesting that, that the Hull people decided to set up the
course because it obviously shows that, perhaps there is a need for that niche 
in the market almost, so that that is interesting for this piece of research- that 
someone has decided to set up a whole course just for people who, who have 
mainly followed a non-traditional route. OK, finally I just need to ask you 
some demographic information if you don’t mind?
P7- Uh-huh
Int- Erm, what is your age? And you can give age brackets if you prefer
P7- No, no that’s fine. 28.
Int- And your gender?
P7- Female
Int- Erm, how many years have you been qualified for?
P7- Erm, 2 and a half.
Int- That’s great.
Transcript 8
Int- (summarizes non-traditional route). Does that kind of sum up the route that 
you took into training?
PS- I think we need to discuss that first actually
Int- That’s fine, that’s fine.
PS- Because I have probably quite a more unusual background than most in as
much that I had quite a lot of relevant experience before and during my degree
course, which is probably why I got straight onto clinical training so, erm, by 
the way the I’ve got a chest infection- my voice is a bit croaky- so bear with 
me
Int- OK
PS- But I, I mean for example, I did a year’s training as a general nurse prior to
doing my degree course and I changed courses for health reasons and opted for
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psychology. But I think that was, erm, useful. I worked as a nursing auxiliary 
in a psychiatric hospital for, erm, various part-time jobs for summer holidays.
I worked in a pharmacy dispensary during my summer holidays over a number 
of years, erm, and I did a sandwich course-1 did a year in a psychiatric 
hospital, working with a clinical psychologist, actually at the (names a regional 
unit), which is a centre of excellence for CBT, erm, before I graduated.
Int- OK. So in terms of the nursing qualification- you didn’t actually get that?
P8- I didn’t finish it, no.
Int- So you transferred almost?
P8- Yep
Int- Well, that’s fine because that means that you didn’t work as that as your
career, you didn’t get that qualification, so that would make you eligible.
P8- That’s right. But what I’m saying is I had worked formally as a psychology
assistant for a number of months prior to actually applying for clinical training 
because it was before I graduated rather than afterwards.
Int- Yes. And I think that’s true of most people who’ve taken this route or else,
obviously if you haven’t got any clinical experience then they wouldn’t even 
be considered.
P8- Yeah, exactly
Int- But it sounds as though you got quite a lot. And this is kind of a good place to 
start really, in terms of just sort of outlining, erm, the experience and the 
duration of that experience- would you mind just, erm- you did a year as a 
nursing auxiliary?
P8- Well, if I start from the beginning. My parents are both pharmacists and have
a shop and consequently I used to kind of work in there, erm, during my 
holidays which I mean just gave me familiarity with drugs and their use ‘cos I 
used to work in the dispensaiy. And that’s what gave me an interest in 
pursuing a vaguely medical career. Erm, I thought nursing was the one for me 
so I did a degree course in nursing and finished the first year. Unfortunately I 
had an injury and I was advised on medical grounds it wasn’t a good idea to 
pursue the career. So I opted then- sorry am I talking too fast?
Int- No, no that’s fine. It’s being recorded. I’m not writing this down- don’t worry.
P8- Ok. Slow me down if you need to. Erm, then I opted to do a psychology
degree because it seemed like something I could then pick up that thread with. 
Erm, and during holidays when I was working as a student I used to work as a 
nursing auxiliary on a psychiatric ward for a couple of summers on, erm, what 
was then referred to as psycho-geriatric-1 don’t think we’d use that term 
anymore, horrendous term, but older people with psychiatric needs. Erm, and 
then during the third year of a four-year degree I did a placement year at 
(names a regional unit) as a psychology assistant
Int- Yes, yes. And when you worked in the summer as the, in the psycho-geriatric
place, was that for about 3 months? Was it university-type summers?
P8- Yep, 3 months at a time.
Int- OK. And when kind of think back to all that experience that you kind of
obtained, do you feel that that work experience adequately prepared you for 
the course?
P8- Yes I do. I think, I think it’s a combination. I think two things are relevant;
one is kind of working front-line with people with, you know, psychological 
needs, actually having to take care and help people take care of themselves-
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like bathing people, erm, helping them go to the toilet. I think it gives you 
quite a good idea of what it’s like really, working with people closely. All be 
it a very different way from how psychologists work but then stepping into the 
role of a psychology assistant- and it was a very clinically-focussed placement 
year-then gave me a really good idea of how clinical psychologists actually 
work and how it would be quite a contrast to being a nursing auxiliary. And I 
had a very good supervisor who had been a teacher for 10 years, and had quite 
recently qualified herself, so she was a superb teacher- she was very good at 
articulating theory-practice links and helping me understand, you loiow, what, 
erm, what the scientist-practitioner model is and the application of CBT. It was 
a really, really useful year.
Int- So certainly that experience, that placement year in particular, really set you up 
for the course?
P8- I think so. Because I think when I then met people sort of, you know, in
residential settings- perhaps with learning disabilities or on acute residential 
units- nothing was a big surprise because I’d been so exposed to, you know, 
people with quite distressing problems. You know, older people who are quite 
disoriented and, erm, incontinent and, you know, maybe aggressive at times- it 
was no big surprise I think about stepping into the world of mental health.
Int- Mmm, Yeah, definitely. And you mentioned that you did, erm, a sandwich
year as part of your degree. Do you feel that the sandwich year experience is 
equivalent to the experience of working as an Assistant Psychologist?
P8- Erm (pause-2 seconds), erm, I think mine was- having offered placements to
students subsequently as a supervisor, I couldn’t say there were huge 
differences. I carried a case-load, I got involved in research projects, I 
worked under close supervision, I attended teaching, erm, opportunities- erm, 
it carried a fair amount of responsibility. And I think that was just the type of 
placement that it was.
Int- And was that something that you looked for when you applied for the year? 
You kind of looked into it rather than it just being luck.
P8- Yeah, yeah, definitely. I think as I had that year on the nursing degree, I had a 
good idea I wanted to be an applied psychologist and that I wanted a career in 
applied psychology so I wasn’t just taking pot luck-1 was thinking, right, you 
know, this is the way to move my career forwards. And that was a particular 
experience that I wanted.
Int- Yeah, definitely. So, in terms of, sort of, going back to this idea of what a
traditional route into training is. Can you think of any positive aspects of 
accepting people who followed a traditional route onto the course?
P8- Well, I would say that first of all you know they’re committed. Erm, if they’ve 
bothered to graduate and then work for one or two years in a relevant setting 
then they must be pretty keen on following this through and I think that, given 
that we’re expensive to train, you need to know that people are committed to 
clinical psychology and I think personally to an NHS career after graduating. 
That people have realistic expectations of what the career is about, erm, and 
also know how to manage themselves because I think it’s a very demanding 
job. Erm, there’s quite a lot required of us to work professionally. Erm, and 
hopefully people have had the chance to kind of evaluate themselves in the 
right context and see whether it’s going to work for them.
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Int- Yeah, definitely. And can you think of any challenges of accepting individuals 
who’ve followed a traditional route onto the course?
P8- That I suppose people may have got wedded to a particular specialty too early 
in their career. And it’s about that comfort zone isn’t it- that if we’ve 
developed skills, we may find it hard to work outside our comfort zone on 
training and maybe don’t challenge ourselves enough to try new things or, do 
you know what I mean, we might get the idea that CBT is the answer to the 
universe and not, you know, not be willing to try other models. Or we may 
have disregarded things prematurely, perhaps had not a good understanding 
but seen-1 mean, I think when we do good therapy it can look quite simple 
can’t it? People might get the idea that it’s all quite straightforward and then 
actually not really give things a proper go.
Int- Yeah, OK. That’s brilliant. I’ve got a bit of a statistic for you from the 
Clearing House
P8- OK
Int- In the past 5 years, only 7 applicants have progressed straight onto clinical
training from their undergraduate degree. I was wondering what you thought 
the positive aspects are of accepting final-year undergraduates straight onto the 
course?
P8- Erm, I think, personally I’d be very reluctant to see people going straight from
a degree course into clinical training without any exposure to the real practice 
of clinical psychologists. If you’re talking about people who’ve had tasters, I 
guess you might be looking at students who have performed exceptionally well 
academically. And I suppose what that might mean is that you get a better 
spread of, erm, individual differences on training. Erm, so you, you know we 
need people who are going to be good at research and take a lead 
academically. You know, if that’s how people are being selected then I guess 
we want diversity don’t we? And it might be a way of achieving that- as to 
sort of not pick everybody from a homogenous background- you know, 
identikit psychologists- because that is a worry isn’t it? We think we know the 
route in and therefore we only pick people who have kind of trundled their 
way through it.
Int- Yeah, OK. That’s brilliant
P8- And also that kind of open-mindedness- if someone’s really keen and
motivated, they might be more open-minded about what’s this really about, 
rather than a priori assumptions about what it’s going to be about. And I think 
there’s a bit of a Holy Grail feel about clinical training isn’t there?
Int- Yeah, definitely
P8- And maybe if you haven’t got that kind of feeling it might be quite helpful in a
way.
Int- Yeah, certainly. And in terms of challenges of accepting final-year
undergraduates straight onto the course, can you think of any of those?
P8- Erm, yes. I think, erm, naivety about what’s really involved. Erm, I think
people who have no idea what it’s really like working with people who are, 
you know, dealing with significant mental health problems and the real, you 
know, kind of the real social problems that go with it. Erm, multi-disciplinary 
team work -  they just don’t have a realistic expectation of what the job’s going 
to involve. ERm, and also maybe just not mature enough to self-manage that 
level of work load and, you know, the stresses of a whole range of diverse
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things that are put on us and training- it’s hard work and quite a stressful 
applying.
Int- When you were applying?
P8- No, when I was on the course and there being lots of challenges. And erm I
think if you’re not ready for them that would be quite difficult.
Int- Yeah certainly. And obviously that statistic shows that not many people are 
following this route. I was wondering what you think the barriers are that 
might prevent people from following a non-traditional route onto the course?
P8- Is it that they’re not applying or that they’re not being accepted?
Int- I think, well, I think-off the top of my head-1 think about 100 people on
average apply each year and I think it’s one person that normally gets in. But
obviously it’s relative to the number of applications
P8- Do you know how many in total apply?
Int- I think it’s about 100?
P8- No
Int- Oh you mean, in total? No, not off the top of my head-1 have got the statistics 
on my email
P8- I’m guessing it’s several thousand though isn’t it?
Int- It is a lot yeah
P8- Yeah. Well certainly when I talk to people who approach me about posts, 
assistant posts, they just assume they haven’t got a chance. And I think they 
worry that if they put in an application form that looks to them weak they’ll be 
setting up biases against them for future applications and, erm, my 
understanding is actually applying regularly is seen as quite a good thing, erm, 
but I think people are like, “oh well, if I put it in too soon they’ll write me off’ 
sort of thing.
Int- So a sense of not being ready yet?
P8- Yeah. But well, that people won’t perceive them to be ready, yeah.
Int- So is that kind of a barrier that comes almost from within the person or do you 
think that’s from the course?
P8- I think that people get the idea that it’s very hard to get on the course, erm, and 
that unless you have, you know, the winning formula don’t bother sort of 
thing. Which I think is a pity.
Int- Mmm. And do you think that that kind of attitude, that they’ve obviously
picked up from somewhere, I mean where do you think that comes from? That 
view that it’s really hard to get on the course?
P8- Probably talking to, erm, current trainees, qualified psychologists. I’d say it’s 
very hard to guess at that one.
Int- Yeah, yeah. But perhaps people who are already in the profession kind of?
P8- Well I think probably, I mean certainly it’s my understanding that the number
of places have gone up and that it’s actually not hard to get, you know, 
certainly not as difficult to get on as it used to be. I don’t know if that’s true, 
erm...
Int- I think they are going up each year aren’t they?
P8- Yep. And I think also that I thought the number of applications had dropped
because I think people have been put off and also because they’ve got other 
options now, like counselling psychology, health psychology
Int- Yeah, definitely.
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P8- Or people can train as CBT therapists and get jobs in the NHS. I think there’s 
been a diversion away from pure clinical applications onto other things. So I 
thought that it had got easier to get onto a course but I could be very wrong 
about that.
Int- Yeah, I’m not sure-1 haven’t looked at the stats for this year
P8- And I don’t think people’s assumption that you have to have the “winning
formula” is actually right. I’d certainly encourage people to get on and apply 
and just give it a go.
Int- Yeah, definitely. And was that some encouragement when you applied- did
you, did you receive that advice?
P8- I think I had a good supervisor in (names a region) and, erm, she said she’d
write me good reference- she said, “go for it”. So yeah, in a nutshell.
Int- Yeah, that’s brilliant. I mean, did you face any personal barriers, you know,
when you applied in your final year- did you come up against any?
P8- Erm, personal barriers such as?
Int- So for example, some people have mentioned that they’ve gone to talks and
people, assistant groups, have said “don’t bother applying” or that people 
might not write them a reference, things like that.
P8- Well certainly there were trainee clinical psychologists in the department and
they weren’t discouraging but they certainly made it clear that-1 think people 
use words like ‘Russian roulette wheel’, (laughter). Kind of a sense of, “well 
you’ve got nothing to lose but hey it’s all a, you know, spin it and see type 
thing. Erm, yeah, I wasn’t put off but I was given the impression that I’d be 
very lucky to get on a course.
Int- Yeah, definitely, yeah. OK, erm. I’m also interested in the, in difference in the
strengths and learning needs of traditional and non-traditional trainees. And it 
might be easier for you to speak from your personal experiences on this. It’s 
divided into 3 sections, which kind of map onto the way the course is 
structured, which are clinical, research and academic. Erm, can you think of 
any differences in the clinical learning needs of non-traditional trainees, 
compared to traditional trainees?
P8- (sigh), erm, (.), I mean to be honest, I think people- psychology assistant posts
are so diverse aren’t they, erm. I’m always quite impressed because sometimes 
people seem to have almost done the equivalent of the adult mental health 
placement while some people have never actually seen a client at all. Erm, 
you know people that come through training with me have incredible 
differences. Erm, I don’t think I can answer-1 think you have to assess the 
individual.
Int- So it’s really hard to kind of specify whether this is a, you know, it’s hard to 
generalize on this?
P8- I usually go through with the trainees what prior experience they’ve had and 
make sure that I acknowledge, you know, if they’ve done a lot of something 
not to kind of keep repeating it just for the sake of it. I’d say the, the 
difference in experience is so vast, it’s very hard to generalize. And I don’t 
think that’s very helpful for you, but..
Int- No, I think that’s a very interesting point- that it is down to the person.
P8- And the placement, and the specialty, and, you know, whether it was a
research job or a psychology assistant and differences- some supervisors won’t
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let people near a client will they? While others seem to just leave them 
(laughter) to manage the department-1 didn’t say that (laughter).
Int- So that kind of variation is true of both traditional and non-traditional trainees-
is that what you’re saying?
P8- Yes
Int- Well, OK- we can leave that section because I probably agree with you on
reflection that really it is very hard to generalize. That’s kind of come out a lot 
in this research
P8- mmm, OK.
Int- I’m also interested in differences in supervision style
P8- OK
Int- Can you think of any differences in the supervision needs of non-traditional
trainees? And, again, it might be hard for you to generalize so maybe you 
could speak from your personal experience if it’s difficult to do that.
P8- Erm, I think- yeah, I tell you what I found personally quite frustrating was I
felt that having done a whole year in a CBT, erm, department, you know- a
centre of excellence in CBT- being closely supervised two years before I 
started training, I suppose I was frustrated that wasn’t recognized at all. And, 
erm, I felt I was being made to go back over things- bits I really felt I’d got to 
grips with. Which probably now I’m qualified I’d say was kind of fair enough 
but at the time it felt frustrating. Erm, and I think my supervisor had to work 
quite hard on me to get me to loosen up and think about other models because
I was one of those people that thought, “ah, CBT, that’s what clinical 
psychology is about” because at the (names a regional centre), they live and 
breathe it. You know, do you know the place at all?
Int- Yeah, I’m actually from (names a place) originally
P8- Really? Fantastic!
Int- So I’ve done some health care assistant shifts there
P8- I just had a fantastic year there but I don’t think I’d really appreciated that
there was life beyond it. So I was probably quite hard work to get to think 
systemically or, certainly psychodynamic. Erm, in fact I’ve never really 
bothered with that side of things but I have got into the systemic model 
subsequently and I think my first supervisor was a systemic, more systemically 
oriented, and I think she found me quite hard-going when I look back.
Int- Right, so you were quite determined in knowing what you knew. And again 
that might not be something that you’d necessarily expect from a non- 
traditional trainee?
P8- If they’ve really had no prior experience
Int- That was your experience anyway. And coming back to the person once
again.
P8- Yeah.
Int- Yeah, OK. I was wondering- when you were on the training course- and
obviously you’d followed this non-traditional route, whether you, erm, ever 
encountered any problems because of the route you took onto the course?
P8- Well. I (.), I always felt that I was one of the few people who wasn’t
completely stressed out by training. And I think that’s just me-1 mean, I kind 
of got married halfway through it and people kind of gasped at me, like 
“you’re mad”. I was like, “well probably, but life has to go on”, sort of thing. 
Erm, my husband’s father died the first week I started training- it gives you a
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kind of perspective that, at the end of the day, you know, that’s the real stress 
in life- not this essay or this deadline or whatever. That’s what really kind of 
made me think, it’s just a course (laughter)- it’s a course I really want to do, 
it’s a profession I really want to work in but there is life outside of it. Erm, so 
I felt perhaps my life experiences -and I think the, the relevant experience I’d 
done beforehand- had been enough preparation to stay fairly level-headed 
about it- that it mattered to me and I wanted to do well but I didn’t let myself 
get, I mean some people got completely stressed about the whole thing- you 
know, almost malting themselves ill about it and I just couldn’t go there.
Int- And do you think there was an element of that that was because you’d just
come straight from your, you know, straight from doing a degree?
P8- Possibly
Int- You were in the zone almost?
P8- Yeah, I think that’s a fair point. You’re used to studying, you’re used to it
being the centre of your life. I say that but I don’t remember working that hard 
in undergraduate (laughter)-1 think I focused myself more when I was doing 
clinical training (laughter). I’d like to say that was true (laughter)
Int- And in terms of like, erm, future employment after the course- did anyone ever 
pick up on the fact that you’d followed a different path into training, that you 
hadn’t worked as an assistant?
P8- Nope.
Int- Its never really been an issue?
P8- Nope
Int- OK.
P8- I went back to the department where I’d done most of my training and I think 
they were just glad to have newcomers wanting to work there so it was no big 
deal getting a job.
Int- Yeah, OK. And in terms of the implications of accepting non-traditional
applicants for clinical psychology as a profession- can you think of any of 
those? What it means for the future of clinical psychology?
P8- I suppose. I- can I turn it on its head? I worry that we’re making people jump
through too many hoops for too many years, to the holy grail. And I’ve seen 
the struggles people go through and how much they’re willing to sacrifice 
things to try and get onto the course. I think it would be quite a good thing if it 
became more straight forward
Int- In what way do you think that would be- what would be the best way.. ?
P8- If we could find a way of working out who has basically the right
competencies to go into training and get them in quicker. So that it’s clearer 
from the outset if people are gonna-1 mean you do hear stories of people 
endlessly doing the routes of, erm, assistant work and never actually getting 
into training-1 think that must be just incredibly disappointing.
Int- That ties in quite well really with the New Ways of Working doesn’t it? I’m 
not sure how, if you’ve kind of been reading up on that at all?
P8- No, tell me more,
Int- I don’t much about it, sadly. But basically they’re thinking of introducing a 
kind of pyramid/hierarchical system whereby you graduate from your degree 
and you become a graduate psychologist and get a diploma. And then a few 
more people go on and become an associate psychologist, where you get the 
second part of your training almost. And a few more people go on to do the
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doctorate. But you can stay at those levels, or those pay-spines- or you can 
choose to go up. And obviously. I’m not sure what your view on that is- 
putting you on the spot really!
P8- I wouldn’t like to comment without thinking about that one!
Int- Yeah, I mean- it does have implications though for the non-traditional route
into training because there wouldn’t be that, kind of, leap-frog straight into 
training as it were; you’d have to work your way up this kind of system. So 
there are lots of changes going on within clinical psychology at the moment 
that are going to have implications for this route really.
P8- I think, I think if it gave people a sense of control- that there is clarity around,
“well I’m either be able to do that or I’m not” and it was clear early on then I 
think it would be probably more helpful to people. But I think what I find 
most difficult is to see people, you Imow, endlessly putting themselves quire 
low-paid jobs, quite stressfiil jobs. You know, some of the stories people 
come out with as things they had to do as assistants and it makes your skin 
crawl, you know. And you think, god they put themselves in that position to 
try and get onto the course but at the end of the day it’s an academic course 
isn’t it, professional training? But you know you just wonder if it’s really 
worth it -  people having to do all these things- there must be a way of 
simplifying it. But I don’t have the answer.
Int- Yeah. I mean, what you’re saying kind of makes me think about the Hull
course, you know up in Hull. And how they have a kind of direct route, you 
know- three years as the undergraduate and then you go straight onto doctorate 
and do clinical modules. I mean, what’s your view on that? Is that a good 
thing or...?
P8- I think that’s probably the other extreme isn’t it?
Int- Yeah, definitely.
P8- Erm, people need, I think people need exposure to clinical settings. You
know, sometimes what we do in adult mental health, we’re exposed to the raw 
end of life aren’t we? People suffering and the limitations of what we can to 
alleviate that. And I think you need to know that you can hack it- that it’s 
really what you want to do. Or, you know, people committing suicide- some 
of it’s shocking. And, you know, dealing with child sex-abuse, and, I mean, 
you know it is shocking stuff isn’t it? And I work in a physical health 
specialty where people may die on my caseload because they’re very ill- you 
Imow, they may have young children. And it’s hard to say I’ll walk away from 
work and not be affected by it- that’s rubbish. So I think you need a chance to 
think, “is this really what I want to do?”. But I think that you can work that 
out in a fairly limited amount of time. You know, I think a year or two is quite 
enough isn’t it? To be exposed to that- there are different ways in which you 
can get that exposure and I think people need to be able to make good 
decisions about, “is this going to work? Am I going to get the opportunities or 
not?” And what are the alternative careers if it’s not going to be clinical 
psychology?
Int- Yeah, definitely. So are you thinking that sandwich years are the way to do 
that?
P8- Well, it worked for me. But that might be because I’d already made up my 
mind before graduate, before degree-level that that was the career I wanted.
So it’s difficult to say.
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Int- Yeah, that’s it. Lots of, erm, possibilities but not many answers really- that’s 
the dangers really. All these ideas.
P8- Absolutely
Int- So that’s kind of the end of the questions. I didn’t know- I’ve got a couple of
demographic questions that I’d like to ask you but I wasn’t sure if there was 
anything you particularly wanted to add?
P8- No.
Int- OK. Erm, how long ago did you qualify?
P8- In 1993 I did my Masters and I did the conversion course on top. So I
qualified in 1993.
Int- 1993. So that’s 14 years.
P8- I’ll let you do the maths!
Int- And just taking a bit more of a historical perspective. When, 14 years ago,
when you did the training- was it the norm that, you know, was it similar that 
you had to get, like, a year or two assistant experience and then..
P8- That was the impression I had. So I was surprised to get on a course. As I say, 
my supervisor encouraged me so I felt I had nothing to lose. So I just went for 
it, without any-1 don’t think I really expected to get on. But it turned out it
was a shot worth taking.
Int- Yeah, definitely. And, erm, would you mind telling me your age- and you can 
use age brackets if you prefer.
P8- I don’t mind saying. I’m 38.
Int- And your gender?
P8- Female
Int- Thank you so much for taking part.
P8- No problem at all, it’s been a pleasure talking to you
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Appendix 4
Tables of the three master themes, evidenced by participant quotations
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Challenges of entering training and undergoing training
Theme Lucy Beth Claire Jack
Barriers to entering training via a 
non-traditional route
281-292 113-126 463-465; 470- 
473; 479-481; 
507-515; 708- 
710; 711-722
229-231;
236-239;
509-513;
516-519
Assumptions, attitudes and 
reactions to non-traditional trainees
247-257; 258- 
263; 266-271;
472-476; 
211-219; 219- 
222; 434-439; 
439-445
285-292;
299-306;
318-320;
320-325;
262-268;
618-621;
623-629;
646-655;
656-658;
658-660;
663-664
481-483; 497- 
505; 484-492; 
188-190; 194- 
197; 
403-405; 415- 
416; 416-417; 
421-422
212-215;
219-223;
571-576;
586-589;
162-170;
223-229;
373-374;
374-377
Challenging the label of being a 
non-traditional trainee
8-12; 
147-150; 361- 
363; 446-448; 
540-542; 565- 
571
422-423 224-230; 262- 
264; 286-293
67-68;
404-409
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Contribution of non-traditional trainees to clinical training
Theme Lucy Beth Claire Jack
Non-traditional trainees increase 
diversity on the course
562-564 156-158; 181- 
187; 712-716; 
736-740
264-278;
384-388
Non-traditional trainees have a 
fresh and flexible approach to 
learning
187-190; 454- 
466; 716-719; 
740-746
316-324;
378;
647-656
Non-traditional trainees can offer 
the NHS more years o f service
722-731 379-383
Learning style and impact on supervision
Theme Lucy Beth Claire Jack
Non-traditional trainees are more 
academically-minded
177-180; ISO- 
185
521-535; 539- 
546; 556-565; 
570-572
605-609;
610-616;
620-623
151-155;
329-334
Non-traditional trainees may feel 
less confident about the clinical 
aspect o f training
314-319 68-72; 
104-113; 204- 
206; 209-220; 
435-443; 572- 
590
531-535;
537-544;
545-547
89-98;
194-202;
267-270
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Abstract of Qualitative Research Project
Lay people's meaning making of the phrase  ^ ^^ nervous breakdown”: Preliminary
findings and a speculative theory.
The phrase “nervous breakdown” is frequently used by members of the general public 
(including clients referred with psychological difficulties) yet it is not recognized in 
modern-day psychiatry or psychology. In order to get a richer representation of what 
the phrase “nervous breakdown” means to lay people, semi-structured interviews were 
conducted with the intention of using a qualitative approach to construct a theory to 
encapsulate what these individuals mean when they refer to a “nervous breakdown”. 
Face-to-face interviews were conducted with two lay people (lay-status determined by 
employment that was not health-care-oriented) using an interview schedule as the 
basis for this discussion. Following transcription, the data were analysed using a 
grounded theory approach and emerging themes were grouped into categories. 
Categories were further distilled into six super-ordinate groups that comprised the 
foundation of a tentative theoiy of ‘nervous breakdown’. The results indicated that 
the participants found this topic confusing and their views were often contradictory in 
content. However, both participants supported a holistic conceptualisation of the 
term, citing biological factors (heredity & gender), social factors (social support, 
housing, relationships and people’s reactions to a person experiencing a nervous 
breakdown) and psychological factors (a breakdown’s effect on your coping 
mechanisms, psychological ‘hardiness’ and outlook for the future) in the development 
of nervous breakdowns. Future research is needed to validate this preliminary theory 
and to explore the ways in which this term is conceptualised by other individuals 
(most pertinently, by mental health professionals).
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The relationship between Executive Functioning and Pragmatic Comprehension in
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ABSTRACT
TITLE: The relationship between Executive Functioning and Pragmatic
Comprehension in Traumatic Brain Injury (TBI). OBJECTIVE: To investigate the 
relationship between Executive Functioning (EF) and sarcasm abilities within a TBI 
population via the application of a new model of attentional processes/EF developed 
by Stuss and Alexander (2007). DESIGN: A cross-sectional, independent measures 
design comprising a group of TBI participants and a healthy control group. 
SETTING: TBI participants were recruited through a local neuro-rehabilitation
service or from Headway. Control participants were recruited via advertisements 
placed in a local sports club or through the researcher’s social network. 
PARTICIPANTS: 36 participants were recruited who met the study criteria (18 TBI 
participants and 18 control participants). OUTCOME MEASURES: Each participant 
completed a measure of estimated intellectual functioning (Wechsler Test of Adult 
Reading), three cognitive tasks (Rey Auditory Verbal Learning Test, Verbal Fluency 
and the Colour-Word Interference Test) and a pragmatic comprehension test (The 
Pragmatic Comprehension Task). RESULTS: The TBI participants exhibited poorer 
sarcasm comprehension abilities than the control participants. Furthermore, the 
attentional process of energization was strongly associated with sarcasm 
comprehension in TBI participants. This can be understood as TBI participants failing 
to sustain an activated ‘sarcastic response-bias’, which detrimentally influenced their 
ability to comprehend sarcasm. CONCLUSIONS: This study presents preliminary 
findings highlighting the importance of energization abilities in sarcasm 
comprehension. Whilst the results must be treated with caution (given the small 
sample size), this has implications for the rehabilitation of pragmatic comprehension 
difficulties in TBI individuals.
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CHAPTER ONE
INTRODUCTION
One of the differentiating factors between human beings and other species is our 
ability to use sophisticated communication strategies, such as language. However, it 
could be speculated that it is the subtle, pragmatic uses of language, rather than 
structural aspects of dialogue (phonetics, syntax and semantics and morphology; 
Camarata, 1991) that truly distinguish human beings as unique. Pragmatic 
communication is “the study of how communicators use language in diverse real- 
world situations, and in contextually relevant ways that go well beyond strictly literal 
speech” (Langdon et a l, 2002: p. 1274). This aspect of social communication is 
necessary in negotiating complex interpersonal exchanges and can be found to vary 
both within and between cultures (Body et a l, 1999). One aspect of Pragmatic 
Comprehension (PC) that is particularly interesting in western cultures is the use of 
indirect requests, such as irony and sarcasm (Channon et al, 2007).
Sarcasm and irony are language tools that confer many advantages in social situations. 
Dews et al (1995) argue that irony has many valuable functions, including 
minimising perceived embarrassment or enabling people to criticise others less 
aggressively. Sarcasm can also help to promote politeness (Brown & Levinson, 
1978), especially in situations perceived as awkward or stilted. It is important not to 
underestimate the value of pragmatic abilities on daily functioning: McDonald et al 
(2006) indicate that poor PC skills can result in relationship difficulties, isolation and 
decreased self-esteem, while Godfrey et al (1989) found that brain-injured 
participants demonstrating poorer social competence were less likely to return to work 
and reported higher levels of social isolation. Furthermore, Marsh et al (2002) found 
that social isolation, rather than cognitive or physical difficulties sustained from brain 
injury, was the biggest predictor of ‘carer burden’ in a sample of 123 carers. Despite 
these concerns, PC difficulties can be overlooked in rehabilitation programmes 
(Bomhofen & McDonald, 2008a) and the evidence-base for addressing such 
difficulties is insufficient.
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Deficits in PC have been documented across a number of clinical populations. 
Individuals with schizophrenia have been reported to experience difficulties 
comprehending humour (Corcoran et a l, 1997), interpreting subtle hints (Corcoran et 
al, 1995) and understanding ironic exchanges (Mitchley et a l, 1998). In addition, 
people with autism can exhibit sarcasm comprehension problems (Dennis et al,
2001). People who have sustained an Acquired Brain Injury (ABI) can also struggle 
to understand pragmatic language. ABI is an umbrella term used to describe brain 
damage from a Traumatic Brain Injury (TBI), stroke, virus or hypoxia (Headway, 
2009). TBI refers to penetrating or blunt damage to the brain that is caused by trauma 
rather than from disease or drug abuse (Togher et a l, 1999) and the term encompasses 
both Open Head Injuries (CHI: the skull is fractured or penetrated) and Closed Head 
Injuries (CHI: the skull is not overtly damaged by the trauma). An accumulating 
evidence-base is developing to support the notion that ABI individuals have 
difficulties comprehending sarcasm (McDonald & Pearce, 1996; Channon & 
Crawford, 2000; Channon et a l, 2007), irony (Shamay et a l, 2002) and humour 
(Shammi & Stuss, 1999). More specifically, TBI individuals also experience 
pragmatic difficulties, which manifest as problems understanding sarcasm 
(McDonald, 1992; Channon et a l, 2005; Shamay-Tsoory et a l, 2005), humour 
(Docking et a l, 1999) and inferences (Pearce et al, 1998; Channon & Watts, 2003).
This research is interested in how people who have experienced a TBI comprehend 
sarcasm and the potential mediating role of a construct known as executive 
functioning. Accordingly, this introduction will provide an overview of the various 
theoretical explanations proposed to account for PC deficits and describe how these 
relate to the TBI population. One particular explanation, the Executive Dysfunction 
Hypothesis, will be explored in detail and findings within the TBI domain will be 
reviewed. Evidence will be presented to account for the conflicting findings in this 
field, culminating in the proposal of a new approach to this research question, based 
on ideas from Stuss and Alexander (2007). However, before investigating this 
question further, it is important to first define ‘sarcasm’ and examine its theoretical 
underpinnings.
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1.1 Definitions of sarcasm and irony
Whilst some researchers argue that sarcasm and irony are interchangeable synonyms 
(Lee & Katz, 1998; Channon et a l, 2005), others perceive the terms as distinct. For 
example, Gibbs (2000) argues that sarcasm typically involves a ‘target victim’, while 
irony does not. Littman and Mey (1991) distinguish the terms by proposing that 
sarcasm relies on the use of language, while irony can be both verbal and nonverbal. 
In contrast, other researchers define sarcasm as a form of irony (McDonald & Pearce, 
1996; Shamay-Tsoory et a l, 2005; Davis, 2007). For the purpose of this research, 
sarcasm will be classified in accordance with Channon et al (2005), who describe it 
as “remarks made with negative or critical intent, where there is an indirect meaning, 
i.e. a discrepancy between the literal meaning of the words and the social context” 
(p. 124). For the sake of clarity, ‘sarcasm’ and ‘irony’ will be held to represent the 
same construct throughout this paper. However, in accordance with Channon et al
(2005), this form of pragmatic communication will be further delineated as direct 
sarcasm (the sarcastic remark is understood by reversal of the literal meaning) and 
indirect sarcasm (a more subtle type of sarcasm, requiring more than simply reversing 
the literal meaning).
1.2 Models of sarcasm
In the following sections, the reader is provided with an overview of the different 
theoretical accounts of sarcasm, from neuropsychological and psycholinguistic 
perspectives.
L2.1 Neuropsychological models
Utilising a combination of lesion studies and imaging techniques, researchers have 
sought to map the neural substrates involved in social cognition. Earlier studies 
indicated that Right Hemisphere (RH) damage was most detrimental to PC, 
particularly sarcasm (Kaplan et a l, 1990; Winner et a l, 1998) and humour (Bihrle et 
al, 1986). Other studies have implicated the frontal lobes in sarcasm comprehension 
(McDonald & Pearce, 1996; Shamay et a l, 2002), while more recent research points
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to the right prefrontal cortex (Shammi & Stuss, 1999; Shamay-Tsoory et a l, 2005). 
Neuropsychological models of sarcasm build on neural models of humour 
comprehension (a form of PC related to sarcasm). Shammi and Stuss (1999) proposed 
a ‘humour’ network, which involves ventral-medial areas, bilateral frontal-polar 
regions and the amygdala. They argued that damage to the right-frontal lobes 
(through ABI) results in humour comprehension deficits because this area integrates 
cognition and affect, a process which is necessary to understand jokes.
Another construct closely related to sarcasm is the ability to mentalise, which is 
commonly referred to as ‘Theory of Mind’ (ToM). ToM can be conceptualised as 
“the ability to attribute independent mental states to self and others in order to explain 
and predict behaviour” (Lough et a l, 2001, p. 124). Frith and Frith (2003) proposed a 
‘mentalising network’ that includes the medial prefrontal cortex, temporal poles and 
the temporoparietal junction. Channon et al (2007) investigated whether damage to 
this network (in the context of ABI) led to sarcasm comprehension problems. They 
found that similar brain areas (the inferior frontal gyrus) were important for both 
mentalising and sarcastic abilities and thus concluded that sarcasm comprehension 
relies on mentalising abilities. The authors proposed that two brain regions are 
especially important for detecting sarcasm, namely the right ventro-medial region 
(involved in selecting the correct interpretation of the remark) and lateral-frontal 
regions (hailed as crucial for mentalisation).
Shamay-Tsoory et al (2005) used neuroimaging techniques to conceptualise a 
‘sarcasm comprehension’ network. This involved left hemisphere language areas (to 
interpret the literal meaning of the utterance), the frontal lobes and the right 
hemisphere (to process salient contextual information) & the right ventro-medial 
prefrontal cortex (VMPFC), which integrates cognition and affect. However, the 
notion that the right VMPFC is crucial for PC was later contested by Bird et al
(2004), who presented a case study of an individual with rare, focalised VMPFC 
damage. Contrary to Shamay Tsoory et ur/.’s predictions, this participant was able to 
comprehend pragmatic aspects of communication (she performed well on tests of 
mentalisation and was able to comprehend inferences). Thus, Bird et al argue that the
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VMPFC is not essential for mentalising (and hence sarcasm) and warn against an 
over-reliance on neuroimaging data when devising models of social cognition.
1,2,2 Psycholinguistic models
An alternative approach to conceptualising sarcasm originates from the 
psycholinguistic domain, where researchers have attempted to devise theoretical 
accounts of pragmatic language. A number of competing theories have been 
developed and this has become an area of great debate. The recent upsurge of 
clinically-relevant research in this area (e.g. how ABI influences pragmatic 
communication) has implications for psycholinguists, since such investigations can 
either prove or falsify their respective theories. Such endeavours are particularly 
interesting because individuals with ABI tend to have pragmatic language difficulties, 
whilst keeping their syntactic and semantic abilities intact (Channon et a l, 2007). 
While it is not possible to summarise three decades of psycholinguistic research in this 
paper, a brief overview of the different psycholinguistic conceptualisations of sarcasm 
will be provided. For a detailed summary of this topic, the reader is directed to 
Creusere (1999).
A classic psycholinguistic debate concerns whether sarcasm comprehension is a two- 
stage process (involving activation of the literal meaning of the remark, followed by a 
correct, non-literal interpretation) or occurs independently of the literal meaning being 
activated. The former account, proposed by Grice (1975), is known as the 
‘traditional’ view. Importantly, this model assumes that non-literal remarks (such as 
sarcasm) will take longer to process than literal remarks because the former involves 
two stages while the latter only requires one (Gibbs, 2002). Another assumption that 
can be derived from Grice’s theory is that ABI participants should make more literal 
errors on PC tasks (Channon et a l, 2007).
One of the criticisms levied at Grice’s model is that it fails to account for how the 
speaker’s attitude might influence sarcasm comprehension (Sperber & Wilson, 1986). 
This has led to single-stage (or “direct access”: Gibbs, 2002) models being developed 
that emphasise the importance of contextual factors (such as the speaker’s attitude or
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social norms) in sarcasm comprehension. Sperber and Wilson (1995) suggest that 
sarcasm interpretation is a complex and interactive process, which involves ‘echoing’ 
the speaker’s intentions. Such models assume that sarcasm detection occurs in a 
single stage, with single or multiple meanings being processed simultaneously (Gibbs, 
1999) depending on the richness of the social context or available information (Gibbs,
2002). Because only the most contextually relevant interpretations are activated, 
echoic models propose that literal and non-literal remarks will take a comparable 
amount of time to be processed.
Since the two models make different predictions about speed of processing and types 
of errors, experimental research can investigate these claims. In support of the 
Gricean view, studies measuring reaction times for ironic and non-ironic statements 
have found that the former do sometimes require lengthier processing (Giora et a l, 
1998). Although experimental research has been cited in support of both traditional 
(McDonald & Pearce, 1996) and echoic (Shamay et a l, 2002) models, both 
approaches have their limitations. For example, the finding that TBI participants 
make very few literal errors on PC tasks (Channon et a l, 2005; Davis, 2007) cannot 
easily be accounted for in Grice’s model, while research demonstrating that attitudes 
are not essential for successful PC (e.g. McDonald & Pearce, 1996) undermines 
echoic accounts.
Overall, neither model appears to adequately explain sarcasm detection, leading to 
more complicated theoretical accounts being devised (such as Kumon-Nakamura et 
a/.’s (1995) Allusional Pretense Theory and Giora’s (1995) Indirect Negation Theory). 
Creusere (1999) suggests that these newer models are viable accounts of sarcasm but 
further refinement is necessary before a satisfactory psycholinguistic account can be 
developed. Since research into PC difficulties has tended to focus on the ‘traditional’ 
versus ‘echoic’ debate, and there is a lack of relevant research investigating the newer 
conceptualisations, these models will not be discussed further in this paper.
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1.3 Theories to account for pragmatic difficulties
Martin and McDonald (2003) highlight how PC difficulties (including poor sarcasm 
comprehension) are evident across a range of clinical populations (schizophrenia, 
autism and ABI). Because different research teams have adopted a ‘narrow’ focus 
(i.e. only investigating PC deficits in an isolated population), the authors argue that 
competing theories of PC have been devised that only pertain to a specific clinical 
group, rather than considering a holistic approach to this problem. Martin and 
McDonald draw on three key theories that can explain PC difficulties: Social 
Inference Theory (SIT), Weak Central Coherence Theory (WCCT) and the Executive 
Dysfunction Hypothesis (EDH). These theories will be discussed below, with 
consideration paid to how each explanation applies to the TBI population.
L3.1 Social Inference Theory
SIT posits that PC relies on the successful development of ‘Theory of Mind’ (ToM) 
abilities. Developmental research indicates that ToM is associated with sarcasm 
detection in children (Creusere, 2000) and studies investigating these abilities in 
people with autism (Happé, 1993) and schizophrenia (Brune & Bodenstein, 2005) 
have further corroborated this link. In the brain-injury field, individuals with lesions 
to the prefrontal cortex (PFC) demonstrate reduced empathy for others (Eslinger, 
1998) and impaired ToM abilities (Bibby & McDonald, 2005; Henry et a l, 2006). 
Happé et al (1999) reported significant relationships between ToM and humour 
impairments in people with RH lesions, while Channon et a l (2005) found that poor 
sarcasm detection was related to mentalising abilities in a CHI population. In 
contrast, Martin and McDonald (2005) examined the ToM hypothesis and found that 
inferential reasoning abilities, and not ToM, underpinned PC abilities. To further 
complicate matters, Martin and McDonald (2003) argue that the two constructs (ToM 
and PC) are ‘highly related’ and similar brain regions (the right frontal lobe) have 
been reported to underlie both constructs (e.g. Stuss et a l, 2001).
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L3,2 Weak Central Coherence Theory
WCCT argues that PC difficulties can be explained by a global-processing bias. For 
example, individuals with autism have a tendency to focus on discrete pieces of 
information (“local processing”), rather than processing an entire visual scene or 
context (Frith, 1989). In addition, individuals with RH damage also have difficulties 
understanding the central message or gist of conversations (Myers, 1999) and 
demonstrate a pattern of errors consistent with a global-processing bias (Martin & 
McDonald, 2003). However, Martin and McDonald (2003) describe how research 
into William’s Syndrome (WS) contravenes these findings. Individuals with WS are 
able to comprehend sarcasm (e.g. Karmiloff-Smith et a l, 1995, as cited in Martin & 
McDonald, 2003) yet also exhibit a global-processing bias. The authors postulate that 
this finding undermines WCCT because the theory cannot explain how two clinical 
populations can both have a global-processing bias, yet only one group experiences 
PC difficulties.
1,3,3 The Executive Dysfunction Hypothesis
The Executive Dysfunction Hypothesis (EDH) proposes that PC deficits can be 
explained by executive fimctioning (EF) difficulties. Stuss and Levine (2002) define 
EF as “high-level cognitive functions that are involved in the control and direction of 
lower-level functions” (p.407). Conceptualisations of EF vary but Lezak et al (2004) 
argue that it consists of four components: volition, planning, purposive action and 
effective performance. Research investigating the EDH has yielded some support in 
people diagnosed with schizophrenia (Melinder & Barch, 2003) and autism (Reddy et 
al, 2002). Furthermore, relationships between humour and EF have been reported in 
brain-injury (Shammi & Stuss, 1999) and older adult populations (Mak & Carpenter,
2007). In terms of the TBI population, numerous academics have speculated about 
the relationship between EF and PC (Hagen, 1984; Adamovich, 1991; Snow & 
Ponsford, 1995; Body et a l, 1999) but research has yielded inconsistent findings.
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1.3.3.1 Evidence supporting the EDH in a TBI population
McDonald (1992) investigated sarcasm comprehension in two TBI individuals (who 
experienced EF difficulties) compared with 12 matched control participants and 
concluded that the TBI participants had significantly poorer PC skills. By analysing 
the different response patterns, McDonald speculated that EF difficulties (particularly 
‘abstract reasoning’) exhibited by the TBI participants might account for their 
inability to detect sarcasm. Channon and Watts (2003) investigated the EDH in a 
sample of 15 CHI participants and 16 matched controls and found that EF 
(particularly ‘inhibition’) was important in explaining poor performance on a story- 
based PC task. Furthermore, in a large-scale validation study of a PC measure (The 
Awareness of Social Inference Test: TASIT, McDonald et a l, 2003), McDonald et al
(2006) found that numerous EF measures were important in predicting TASIT scores, 
thus lending further support to the EDH. In addition, similar results have been 
reported in studies with ABI participants (McDonald & Pearce, 1996; Channon & 
Crawford, 2000).
1.3.3.2 Evidence refuting the EDH in a TBI population
In contrast to the above findings, two studies have failed to support a relationship 
between EF and PC in a brain-injured population. Martin and McDonald (2005) 
asked 16 TBI participants and 16 control participants to complete a variety of PC tasks 
(including ToM stories) and EF measures. Their results indicated that none of the EF 
measures were statistically related to PC abilities. Furthermore, Shamay-Tsoory et al 
(2005) compared 41 ABI participants with 17 control participants on a story-based 
sarcasm task. They found no significant associations between the EF measures and 
scores on the sarcasm task and argued that performance was better explained by ToM 
difficulties. In reviewing these findings it is worth noting that Shamay-Tsoory et al 
(2005) recruited participants six months after they had sustained their ABI. Although 
different timescales of recovery exist, some researchers argue that EF abilities 
continue to fluctuate in the first year post-ABI (e.g. Van Zomeren & Brouwer, 1994) 
and thus variability in performance could have influenced their findings. Table 1 
summarises the findings of studies investigating the EDH using ABI participants.
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L3.4 Applications to the TBI population
Channon and Crawford (2000) argued that the EDH can best explain PC difficulties 
seen post-TBI because it is ‘most parsimonious’. Later, Channon et al (2005) 
suggested there may be multiple pathways to PC difficulties in this client group, 
which could include ToM as well as EF. More recently, this research team postulated 
that sarcasm relies heavily on mentalising abilities (ToM), which in turn depend on EF 
abilities (Channon et a l, 2007). This view is in accordance with Martin & 
McDonald’s (2003) earlier assertion that there is some overlap between ToM and PC 
abilities. In further support of Channon et a/.’s (2007) claim, significant correlations 
have been reported between ToM and EF measures (e.g. Henry et a l, 2006). 
However, more research is needed to clarify the relationship between EF and PC in 
the TBI population. As Martin and McDonald (2005) posit, “further research is 
clearly needed to specify the nature of executive processes that directly contribute to 
pragmatic inference” (p.727).
The inconsistent relationship between EF and PC could be understood through a more 
detailed consideration of what is meant by the term, “Executive Functioning”. There 
is a great deal of inconsistency in the way this construct is conceptualised and 
measured, as evidenced by the confusing array of “EF” tests selected in Table 1. 
Whilst most PC researchers have successfully incorporated psycholinguistic theory 
into their design, they appear to have neglected theoretical developments in the EF 
field. Thus, our understanding of the relationship between EF and PC will be 
enhanced if it is grounded in an appreciation of different (and often competing) 
models of EF.
1.4 Models of Executive Functioning
One of the major challenges for researchers investigating EF is that no unified 
definition exists for this term (Jurado & Roselli, 2007). Lezak et al (2004) define EF 
as “the ability to respond in an adaptive manner to novel situations” (p.611) while 
Stuss and Levine (2002) construe it as ‘high-level cognitive functions’. Since the term 
is poorly defined, researchers often conceptualise EF in different (sometimes 
conflicting) ways. For example, Alvarez and Emory (2006) label the component
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processes of EF as inhibition/switching, working memory and sustained/selective 
attention while Ylvisaker (1998) proposes that the construct consists of awareness, 
goal setting, planning, self-initiation, self-inhibition, self-monitoring and the ability to 
change set & strategic behaviour (see Jurado & Rosselli, 2007 for an overview of the 
numerous conceptualisations of EF). This poses a challenge for researchers wishing 
to investigate this construct and for those attempting to develop models of EF.
Another challenge is that there is some overlap between attention and EF (Rios et a l, 
2004), resulting in the development of confusing concepts such as ‘executive 
attention’ (Femandez-Duque & Posner, 2001). Furthermore, Spikman et al (2001) 
argue that single tests can be described to tap different attentional/executive functions 
depending on the researcher’s conceptualisation of EF. Alvarez and Emory (2006) 
propose that one of the main concerns in this field is that the terms ‘Executive 
Functioning’ and ‘frontal’ are used interchangeably despite evidence implicating non- 
frontal regions in ‘executive’ processes (e.g. Shallice & Burgess, 1996). Contrary to 
popular belief, individuals with lesions restricted to the frontal lobes do not always 
perform poorly on EF tests (Ahola et a l, 1996). In addition, many EF tests lack 
reliability (for example, Stuss et a l, 1994, as cited in Shallice & Burgess, 1996, 
reported that individuals with frontal lesions demonstrate variability in EF test 
performance over time) and such tests can have poor ecological validity (Stuss & 
Alexander, 2000). As a result of these methodological concerns, multiple theories 
have arisen to explain EF. One of the major debates plaguing this field concerns 
whether EF can be modelled as a unitary or fractionable construct, as discussed below.
1.4.1 Unitary models
Unitary models postulate that EFs are controlled by a ‘single cognitive mechanism’ 
(Ward, 2006). One such model, proposed by Duncan et al (1997), suggests that a 
general cognitive component (termed “goal management”) is imperative for 
successful performance on all EF tasks. This model is based on findings that 
performance on EF and non-EF tasks are often correlated (Ward, 2006) and has 
received some support from imaging studies (Duncan & Owen, 2000). Another 
unitary model (if analysed in its original form) argues that the frontal lobes possess a
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‘central executive’ that monitors and controls cognition. Allport (1993) summarises 
this idea thus: “there exists, in the brain, a unique and unitary “central system” (or 
“attentional system” or “central executive”) of limited capacity, that can be bypassed 
only by “automatic” processes” (p. 188). The notion of a central executive was 
devised to explain why people with frontal-lobe injuries fail certain types of tasks 
despite having basic cognitive abilities intact (Kimberg & Farah, 1993). Norman and 
Shallice (1986) proposed a Supervisory System (SS) of executive functions, which is 
primarily based in the frontal lobes of the brain and is similar to Baddeley’s (1986) 
model of working memory (Styles, 2005). Well-rehearsed cognitive processing 
occurs via the operation of cognitive modules, schemas and a process known as 
‘contention scheduling’, while the SS responds to novel or complex tasks, or those 
requiring inhibition or alteration of routine responses (Gilbert & Burgess, 2008). 
Since the SS is supported by the frontal lobes, the model suggests that damage to this 
area results in problems on EF tasks.
Burgess and Simons (2005) state that the SS model is advantageous because it can 
account for a wide range of ‘dysexecutive symptoms’. However, this theory has not 
gone unchallenged and Allport (1993) argues that it is ‘ill defined’. Stuss et al (2002) 
have questioned whether it is possible to test or falsify the notion of a SS while Styles
(2005) stated it is unclear how the SS itself is controlled or supported. Clinically, the 
finding that individuals with frontal lesions perform comparably to control 
participants on EF tests is often cited by critics of the SS model (Andrés & Van der 
Linden, 2001). In addition, seemingly comparable lesions to the frontal lobes can 
result in heterogeneous patterns of EF impairments (Allport, 1993) and the idea of a 
unitary system is not consistently supported by neuroimaging data (Myers, 1999). A 
further challenge for the SS is that correlations between different EF tests are low 
(Jurado & Rosselli, 2007). In response to these concerns, Shallice and Burgess (1996) 
re-conceptualised the SS as a multiple-process theory: similar to Baddeley’s (1998) 
revision of the ‘central executive’, the SS is said to exist conceptually but without a 
unitary anatomical location in the frontal lobes.
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L4.2 Fractionable models
In an attempt to conceptualise the attention system of the human brain, Posner and 
Petersen (1990) proposed a fractionable model. They conceived of attention as 
involving a number of distinct anatomical pathways, rather than being controlled by a 
‘single centre’. In doing so, they articulated three attention systems: orienting (orients 
towards and detects stimuli), alerting (maintains vigilance) and response-selection 
(selects which stimuli to respond to: Shallice et a l, 2008). Each of these systems has 
its own neural underpinnings: orienting is supported by the posterior parietal lobe, 
superior colliculus and thalamus; alerting is supported by the right-lateral PFC and 
response-selection relies on the anterior cingulate. The response-selection system was 
later renamed the ‘executive attention’ system (Femandez-Duque & Posner, 2001) 
and, on a theoretical level at least, has been likened to the idea of a ‘central executive’ 
(Casey et a l, 2000). Fan et al (2003) elaborated on the precise anatomical pathways 
involved in the executive system, implicating medial-frontal regions of the PFC (a 
suggestion later corroborated using imaging techniques: Fan et a l, 2005). More 
recently, researchers have further fractionated the concept of ‘executive control’: for 
example, Rios et al (2004) subdivided this into interference control, cognitive 
flexibility and working memory within a TBI population. In criticism of Posner and 
Petersen’s approach, Kolb and Whishaw (2003) argue the model is incomplete 
because it does not specify how the executive attention system might prioritise 
stimuli. Furthermore, Leon-Carrion et al (1996) propose that the relationship 
between the different attention systems is ill-defined.
L 4.3 An alternative conceptualisation: the work of Donald Stuss
Stuss et al (1995) state that it has been historically difficult to measure functions 
associated with the PFC because this region is heavily innervated with projections 
from other brain regions and it is difficult to find people with ‘pure’ focal lesions. 
Stuss and Alexander (2000) argue against the idea of a ‘frontal homunculus’ (i.e. the 
earlier conceptualisation of the SS) but consider the notion of a SS feasible if it is a 
multiple process account. However, their theoretical stance is based on the view that 
different tests (including those commonly hailed to measure EF) can recruit both
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frontal and non-frontal regions, depending on complexity and the nature of the task 
(e.g. Spikman et a l, 2001). In order to understand how ‘frontal’ processes might 
contribute to different tasks, Stuss and his colleagues adopted a ‘root and branches’ 
approach to this question. The authors conceptualised attention as the ‘root’ (since 
this construct is central in many theories of frontal-lobe fimctioning) and sought to 
investigate the frontal processes (the ‘branches’) that might underpin performance on 
attention tasks.
1.4.3.1 The relationship between attention and Executive Functioning
Before describing Stuss’ findings, it worth revisiting the overlap between attention 
and EF. Similar to EF, attention is an ill-defined construct that can be conceptualised 
in contrasting ways (Rios et a l, 2004). As in the EF field, this has resulted in the 
same test being purported to tap different functions across studies: for example, 
Spikman et al (2001) describe how the Stroop test has been claimed to measure 
focused attention, sustained attention, selective processing and EF across different 
studies. The overlap between EF and attention is exemplified by Smith and Jonides 
(1999), who state that executive functions involve factors such as focused and 
sustained attention. In addition, the concept of ‘working memory’ (commonly cited as 
an ‘executive function’) is closely linked with attention (Tompkins, 1995) and Alan 
Baddeley later wondered whether this term should be renamed ‘working attention’ 
(Baddeley, 1993). Furthermore, some researchers use the term ‘executive attention’ 
(Veltman et a l, 1996) to describe top-down attentional control of more basic 
cognitive processes (Femandez-Duque & Posner, 2001). Thus, it is clear that EF and 
attention are intertwined processes and so investigation of one of these constmcts 
naturally informs the other.
1.4.3.2 Attentional difficulties could explain poor PC abilities in TBI individuals
Attention difficulties are commonly seen following TBI (Myers, 1999) and have been 
proposed to account for social-skill deficits in this population (Kinsella, 1998). 
Furthermore, it has been speculated that attention could explain PC difficulties post- 
TBI (Adamovich, 1991; Snow & Ponsford, 1995; Body et a l, 1999; Myers, 1999). In
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their seminal text. Van Zomeren and Brouwer (1994) made their position regarding 
this relationship clear: “it is our opinion that these social failures are frequently based 
on an attentional deficit, i.e. failure to attend to secondary cues, and may be related to 
reduced information processing resources” (p. 194). The authors speculated that TBI 
participants fail to understand sarcasm because they lack the attentional resources 
needed to detect subtle communicative cues. In support of this claim, Saldert and 
Ahlsén (2007) found that ‘sustained attention’ was important in understanding PC 
difficulties in an ABI population.
1.4.3.3 Stuss ’ approach to investigating attentional processes
In order to investigate how attentional processes are important in explaining task 
performance, Stuss’ research team utilised scientifically rigorous methodologies and 
embarked on a decade-long research endeavour. They recruited individuals with 
localised frontal lesions and administered a variety of tasks commonly linked with 
fi-ontal-lobe pathology (including EF tests). The participants who performed in the 
impaired range on these measures were identified and their cytoarchitecture mapped 
using a detailed brain-mapping protocol devised by Petrides and Pandya (1994, as 
cited in Stuss & Alexander, 2007). Consequently, Stuss et al. (1995) proposed seven 
‘anterior attentional fimctions’"^, each associated with different brain areas. In a later 
paper, Stuss and Alexander (2007) consolidated these attentional functions into three 
separate frontal processes: energization, task setting and monitoring. These three 
processes do not specifically pertain to any one EF (or indeed non-EF) task: rather, 
they are important in certain aspects of such tests, depending on complexity and task 
characteristics.
Energization is “the process of initiation and sustaining of any response” (Stuss & 
Alexander, 2007: p.903) and can be likened to Duncan et a/.’s 1996 concept of ‘goal 
neglect’ (difficulties “maintaining intentions in goal-directed behaviour”: Levine et 
al, 2008, p.299). This process is supported by the superior medial frontal lobes, 
including the anterior cingulate. Difficulties with energization may manifest as
The seven anterior attentional functions proposed were sustaining (right frontal), concentrating 
(cingulate), sharing (cingulate and orbitofiontal), suppressing (dorsolateral PFC), switching 
(dorsolateral PFC and medial frontal), preparing (dorsolateral PFC) and setting (left dorsolateral PFC)
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reduced output (in the last 45 seconds) on verbal fluency tasks or as increased 
slowness/ errors on the Stroop test.
Task setting is “the ability to set a stimulus-response relationship” (Stuss & 
Alexander, 2007: p.906) and can be linked with Norman and Shallice’s (1986) idea of 
contention scheduling. This process is supported by the left-lateral regions of the 
frontal lobes. Task setting difficulties manifest as set-loss errors on the Wisconsin 
Card Sorting Test (WCST: Milner, 1963) or when people respond to false-positive 
stimuli (incorrect recognition of an item not previously presented) on recognition 
trials of word-leaming tasks.
Monitoring is “the process of checking the task over time for ‘quality control’ and the 
adjustment of behaviour” (Stuss & Alexander, 2007: p.909) and can be linked with 
‘vigilance’ (Shallice et a l, 2008). This process is supported by right-lateral regions of 
the PFC. Difficulties with monitoring may manifest as set-loss errors (during the 
WCST) or via double-recalls and inconsistent recall of items on word-leaming tasks.
Stuss and Alexander (2007) propose that these fi'ontal processes (and associated brain 
regions) may combine together, in conjunction with non-ffontal processes or brain 
regions, in complex tasks. As a result, they oppose the idea of a unitary supervisory 
system and argue against the notion of a ‘dysexecutive disorder’ (Baddeley & Wilson, 
1988).
1.43.4 Strengths and limitations o f Stuss & Alexander's proposal
In support of Stuss and Alexander’s proposal, they have developed a rigorous and 
carefully considered model of EF. The model is substantiated by research (e.g. Stuss 
et a l, 1994, as cited in Stuss et a l, 2002) and, unlike other models, is possible to 
falsify using neuropsychological and imaging paradigms. Shallice et al (2008) 
compared Stuss’ and Posner and Petersen’s (1990) models using participants with 
focalised frontal lesions and control participants. Using a sustained counting task 
(with fast and slow conditions), the authors argued that Stuss’ model predicted no 
differences on either conditions (in individuals with right-lateral PFC lesions), while
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Posner and Petersen’s model predicted difficulties in the ‘slow’ condition only. The 
results indicated that individuals with right-lateral PFC damage were impaired on both 
conditions, thus lending support for Stuss’ model. One criticism of Stuss’ approach 
concerns the selection criteria his research team used to recruit participants. Stuss and 
Alexander (2007) state that individuals were recruited in the ‘chronic’ stage of 
recovery and explicate this as three months after sustaining the injury. However, this 
timescale is at odds with alternative conceptions of recovery: for example. Van 
Zomeren and Brouwer (1994) suggest that cognitive stability (labelled as the ‘chronic’ 
stage) only occurs 12 months after an individual has sustained an injury. If Van 
Zomeren and Brouwer are correct, this means the findings obtained by Stuss et al. fail 
to account for variability in cognitive performance, which could undermine their 
results.
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1.5 Aims and objectives of this research
Historically, research into the PC abilities of TBI individuals has been guided by 
psycholinguistic theory. More recently, speculation has grown about the link between 
EF and PC in a brain-injured population (e.g. Channon et a l, 2007) and the few 
studies investigating this relationship have yielded mixed results. It is possible that 
this inconsistency could be explained by a haphazard approach to this research 
question. As we have seen, the concept of EF is ill-defined and so EF tests are 
selected in an ill-conceived fashion across studies. Furthermore, the very same ‘EF’ 
test can be purported to measure different things across different studies. The aim of 
this study is to encourage the beginnings of a more rigorous and considered approach 
to the relationship between EF and PC within a TBI population. Through doing so, it 
is hoped that this study will extend upon previous research in this area. Furthermore, 
by exploring which cognitive processes underlie PC abilities, it is hoped that this 
research will help clinicians to develop interventions targeting PC difficulties post- 
TBI.
In order to achieve these aims, this study will compare PC performance between TBI 
participants and control participants. To investigate how EF might be important in 
understanding PC performance, a novel approach to understanding EF (devised by 
Stuss & Alexander, 2007) will be used. Although all three of the EF processes 
(energization, task setting and monitoring) may be related to PC abilities, it is 
proposed that monitoring will be most predictive of PC performance. This is because 
monitoring and sarcasm abilities share similar neural underpinnings (both are 
supported by the right PFC) and, as we have seen earlier, constructs that activate 
similar brain regions can be deemed to be closely related (as in the case of ToM and 
sarcasm abilities). Additionally, attention appears to be important in explaining PC 
difficulties in ABI participants (Saldert & Ahlsén, 2007). Since sustained attention (or 
vigilance) might be regarded as an integral part of monitoring (e.g. Shallice et a l,
2008), this adds further credence to the view that this process will be most predictive 
of PC performance. Furthermore, McDonald (1993, as cited in Body el a l, 1999) 
found that failure to plan or monitor one’s performance was related to narrative 
generation difficulties. Since one aspect of Pragmatic Comprehension Task (the PC
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measure used in this study) involves generating explanations about story vignettes, it 
is predicted that monitoring performance will be strongly associated with this aspect 
of the task. The following hypotheses are therefore proposed.
1.6 Hypotheses
1) TBI participants will perform worse than control participants on a measure of 
PC (The Pragmatic Comprehension Task, PCT: Channon el a l, 2005). They 
will find it harder to verbally explain what is meant by sarcastic utterances and 
will generate more errors when selecting forced-choice responses. 
Furthermore, while the TBI group is predicted to perform worse than control 
participants on stories requiring mentalisation, no differences are expected 
between the groups on control stories (which do not require mentalisation or 
pragmatic abilities).
2) The TBI participants will perform worse on each of the cognitive measures, 
compared to the control group.
3) EF scores (energization, task setting and monitoring) will be significantly 
associated with performance on the PCT. These associations will be evident in 
the TBI group but not in the control group.
4) The process of monitoring will be most strongly related to PC ability. 
Furthermore, monitoring performance will be strongly associated with one 
aspect of the PCT in particular (the ability to generate explanations about 
stories).
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CHAPTER TWO 
METHOD
2.1 Design
This study is a cross-sectional, independent measures design comprising a group of 
TBT participants and a healthy control group. The two groups were compared in terms 
of their performance on a number of cognitive measures, a measure of PC and some 
demographic variables.
An a priori power analysis was conducted using G*POWER (version 3.08: Paul et a l, 
2007) to estimate the sample size required for this study. This analysis (Appendix 1) 
indicated that a total of 40 participants were needed to achieve sufficient power.
2.2 Ethical Approval
Ethical approval for this study was obtained from the South East Research Ethics 
Committee and the University of Surrey Ethics Committee. In addition, the Research 
Approval and Monitoring Committee (part of the Sussex NHS Research Consortium) 
also approved the research. Indemnity insurance was provided by the University of 
Surrey, who acted as a sponsor for this study. Please see Appendix 2 for Ethics 
Committee correspondence.
2.3 Participants
2.3.1 TBI participants
Participants in the TBI group were recruited from a local neurorehabilitation service 
and from Headway branches (a brain injury charity) across south-east England. The 
process of recruiting individuals from the neurorehabilitation service was overseen by 
a Consultant Clinical Neuropsychologist, while managers identified suitable 
candidates at the various Headway sites. The following criteria were used to select 
participants:
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Inclusion criteria
Aged between 18-60: since pragmatic abilities are compromised in young 
children (Demorest et a l, 1984) and older adults (Uekermann et a l, 2006a). 
Fluent in English: since the measures were printed in English.
Sustained TBI in adulthood: to ensure that participants experienced ‘normal’ 
development of cognitive and pragmatic abilities.
Sustained TBI at least one year ago: to ensure that recovery of cognitive and 
pragmatic abilities had stabilised.
Length of Post-Traumatic Amnesia (“the time between injury and the 
reinstatement of continuous memory”: Channon et a l, 2005, p. 126) greater 
than 24 hours: indicative of a ‘severe’ TBI (Snyder & Nussbaum, 2000).
Exclusion criteria
e
Predicted Full-Scale IQ (FSIQ) of less than 85 on the Wechsler Test of Adult 
Reading (WTAR: Wechsler, 2001): to ensure that performance was not 
compromised by intellectual functioning difficulties.
History of chronic alcohol or drug dependence (e.g. seeking professional help 
for an alcohol or drug problem): since alcohol abuse is associated with PC 
(Uekermann et a l, 2006b) and EF difficulties (Noël et a l, 2001).
History of chronic psychological difficulties (e.g. seeking professional help 
for psychological concerns or requiring an inpatient admission): to avoid the 
possible confounding influence of psychological difficulties on test 
performance.
Expressive or receptive dysphasia: to ensure that receptive/expressive 
language difficulties did not confound test performance.
No epileptic fit in the past six months: to minimise the risk of epileptic 
seizures occurring during testing.
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Twenty-one participants who had experienced a TBI were identified as fiilfilling the 
study criteria. However, three participants were excluded (as they obtained scores 
below 85 on the WTAR), resulting in a sample of 18 TBI participants. Of these, 13 
sustained the TBI from Road Traffic Accidents (RTA), three from falls and two from 
an assault. Background information was obtained from records held by the referring 
agency and through interviewing participants. Duration of PTA was variable (1-168 
days), as was the number of months since sustaining the TBI (16-428 months). The 
mean time since injury was 110 months. Anatomical infonnation about the brain 
injury was limited because the Headway sites frequently lacked access to this data. If 
scan information was not available then lesion information was obtained via self- 
report. This information is summarised in Table 2.
2.3.2 Control participants
Eighteen control participants were recruited to match the TBI participants in terms of 
gender, age, years of education and predicted full-scale IQ. These participants were 
recruited from advertisements placed at a local sports club and through the 
researcher’s social network. To be included, control participants had to be aged 18-60 
and fluent in English. Exclusion criteria included self-reported disclosure of a brain 
injuiy (any head injury resulting in hospitalisation/loss of consciousness), history of 
chronic drug/alcohol dependence or chronic psychological difficulties. Finally, 
control participants were excluded if they had experienced an epileptic fit in the past 
six months.
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Table 2: Details of injuries sustained by the TBI participants
Age Sex Time
since
injury
(months)
PTA
(days)
Cause of 
injury
Scan Injury site(s)
1 39 F 41 21 Fall CT Right subdural haemorrhage, 
temporal lobe contusions and a 
traumatic subarachnoid 
haemorrhage
2 60 F 16 24 Fall CT Bilateral extradural 
haematomas
3 27 M 23 42 RTA
pedestrian
CT Right acute subdural 
haemoiriiage and right 
frontoparietal damage
4 38 F 36 28 RTA cyclist MRI Abnormal signal in the anterior 
temporal lobe and left cerebral 
peduncle. Left globus pallidus, 
left parietal cortex and corpus 
callosum also affected
5 48 M 65 56 RTA
pedestrian
- Frontoparietal
6 42 M 211 28 RTA - Right frontal
7 49 M 356 56 Fall CT Left fr ontal contusions, post- 
traimiatic changes adjacent to 
right lateral ventricle
8 54 M 428 84 RTA
pedestrian
- Frontal
9 28 F 49 10 RTA CT Left frontoparietal, oedema
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Table 2 (continued): Details of injuries sustained by the TBI participants
Age Sex Time
since
injury
(months)
PTA
(days)
Cause of 
injury
Scan Injury site
10 31 M 113 42 RTA
pedestrian
- Frontal
11 21 F 42 91 RTA - Left frontal-parietal
12 55 M 19 56 RTA - Right frontal
13 34 F 41 28 RTA - Frontal lobe
14 35 M 35 21 RTA CT Left frontoparietal, occipital 
lobe
15 38 M 160 91 Assault - Right frontal
16 40 M 217 168 RTA - Left frontal
17 35 M 22 1 Assault - Right frontal
18 48 M 80 7 RTA
pedestrian
CT Right occipital extradural 
haematoma. Contusion in 
right frontal lobe and in the 
anterior horn of the right 
lateral ventricle. Atrophic 
changes in the frontal lobes: 
poor attenuation over the right 
frontal and middle lobes.
Key: M = Male, F = Female. RTA = Road Traffic Accident. CT = Computerised Tomography
scan. MRI = Magnetic Resonance Imaging scan.
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2.4 Procedure
Potential TBI participants were identified by the Consultant Clinical Psychologist at 
the neurorehabilitation service and by managers at the Headway sites. After clarifying 
whether participants fulfilled the study requirements, the referring agent contacted 
individuals to discuss their participation. At this stage, individuals were provided with 
copies of the Participant Information Sheet (PIS) and consent form (Appendix 3). If 
participants agreed to take part, the researcher liaised with the referrer to arrange a 
mutually agreeable time to test the participant. All TBI participants were tested in a 
private room provided by the referring agency, while control participants were tested 
in a private room at a local sports club. To promote consistency, all potentially 
distracting items were removed from the rooms before testing. Initially, the researcher 
conducted a brief screening interview to confirm the participant fulfilled the study 
criteria and to facilitate rapport-building. Prior to commencing testing, participants 
were briefed by the researcher about the purpose of the study (using the PIS as a 
framework for this discussion) and written informed consent was obtained. 
Participants were given the option of regular breaks during testing to reduce fatigue 
and optimise performance.
The tests were administered in a standardised format and the battery took 
approximately 90 minutes to complete. The order of the test was as follows: Rey 
Auditory Verbal Learning Test, Wechsler Test of Adult Reading, Verbal Fluency, 
Colour-Word Interference Test, delayed recall of the Rey Auditory Verbal Learning 
Test, recognition subtest of the Rey Auditory Verbal Learning Test and the Pragmatic 
Comprehension Task. All of the tasks were paper-and-pencil, except for the 
pragmatic task, which was conducted on a laptop computer.
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2.5 Measures
Each participant completed a measure providing an estimation of intellectual abilities, 
three cognitive tasks and a PC task. Copies of record forms are available in Appendix 
4.
2.5.1 Estimation of intellectual abilities: Wechsler Test o f Adult Reading
The Wechsler Test of Adult Reading (Wechsler, 2001) was administered to provide an 
approximation of each participant’s intelligence quotient (IQ). The test involves 
reading a list of 50 words aloud and the participant’s responses are scored (out of 50) 
by the researcher. Performance on this task is scaled (with regard to age) to yield an 
estimated full-scale IQ score. Wechsler (2001) reports that the WTAR has high 
internal consistency (between .87 - .95) and is related to verbal intelligence scores on 
the Wechsler Adult Intelligence Scale (WAIS-III: Wechsler, 1997). Furthermore, the 
WTAR has excellent test-retest reliability, ranging between .92-.94 (Wechsler, 2001).
2.5.2 Cognitive measures
Since many of the cognitive variables were not analysed in the Traditional’ way, the 
reader is directed to Table 3 at the end of this section for an overview of the scoring 
methods used within each test.
The Rey Auditory Verbal Learning Test
The Rey Auditory Verbal Learning Test (RAVLT: Rey, 1958) involves verbally 
recalling 15 words across five trials. For each trial, the researcher reads the list (at a 
rate of one word per second) and asks the participant to recall as many words as they 
can, in any order. After the fifth trial, the participant is presented with 15 distractor 
words and asked to immediately recall these. Following this, the participant is asked 
to recall the original word list again from memory. The first part of this test yields 
two dependent variables using Stuss and Alexander’s (2007) framework, namely 
RAVLT:repetitions (percentage of repeated responses) and RAVLT:inconsistency
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(number of words recalled inconsistently across the five trials). Both measures are 
described as ‘monitoring’ variables in Stuss and Alexander’s paper.
Twenty minutes later, the researcher again asks the participant to recall as many words 
as possible from the original word list. Immediately after, the participant completes a 
recognition test of 50 words, 30 of which were presented earlier (15 from the list read 
five times and 15 from the distractor list read only once) and 20 new items. For each 
item, the participant is asked to answer ‘yes’ if they heard the word earlier and ‘no’ if 
they did not. The dependent variable for the recognition test is the number of false- 
positive responses (the participant believes they heard the word before when in fact it 
was not presented). This outcome measure, cailQd RAVLT:false-positives, is described 
as a ‘task setting’ variable by Stuss and Alexander (2007).
The RAVLT has been found to have reasonable reliability, with test-retest reliability 
estimated at .55 (Snow et a l, 1988, as cited in Spreen & Strauss, 1998) and internal 
reliability of .90 (Van den Burg & Kingma, 1999, as cited in Strauss et ah, 2006). In 
terms of validity, Crossen and Wiens (1994) found that RAVLT scores correlated with 
performance on another memory test, the California Verbal Learning Test (Delis et 
a/., 1987).
Verbal Fluency
This task requires participants to name as many words as they can think of beginning 
with a prescribed letter of the alphabet. There are three letters in total (F, A and S) 
and participants are allowed one minute for each letter. Participants are advised of 
four rules they need to follow (do not say names of people, places or numbers and do 
not use words with the same derivatives) and these rules are provided on a piece of A4 
paper throughout the test. Two types of error are possible: repetition errors (the 
participant repeats the same word more than once) and set-1 oss errors (the participant 
flouts one of the rules). In line with Stuss and Alexander (2007), the dependent 
variable was the proportion of words generated in the last 45 seconds, across all three 
trials. This outcome measure, known as FAS:last45, is described as an ‘energization’ 
variable by Stuss and Alexander.
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The Verbal Fluency test is part of the Delis-Kaplan Executive Function System (D- 
KEFS: Delis et a l, 2001), a battery normed using over 2,000 people. The measure has 
excellent reliability, with a test-retest reliability of .80 (Delis et a l, 2001) and inter­
rater reliability of .99 (Ross, 2003). With regard to validity, the test is related to 
verbal intelligence (Henry & Crawford, 2004), working memory (Rosen & Engle, 
1997, as cited in Strauss et a l, 2006) and processing speed (Salthouse et al, 2003, as 
cited in Strauss et a l, 2006).
The Colour-Word Interference Test
The Colour-Word Interference Test (CWIT- also known as the Stroop test) is also 
from the D-KEFS battery. The CWIT is said to tap ‘verbal inhibition’ and involves 
three sub-tasks. In each condition, participants have to make a verbal response to an 
array of 50 items, presented on an A4 sized flip-chart. In the colour naming condition, 
participants read aloud the names of 50 coloured patches (red, blue or green). In the 
word reading condition, participants read aloud 50 words (names of colours printed in 
black ink). In the inhibition condition, participants are presented with 50 words (red, 
blue or green) printed in a different ink colour (red, blue or green) and are asked to 
name the ink colour, rather than say the word. For this condition, a key (reminding 
participants of the task requirements) is located in the top-left comer to reduce 
memory constraints. In each condition, participants are instmcted to respond as 
quickly as they can, without omitting any items or making any mistakes. Each 
condition is timed and the number of errors and time taken to complete the sub-test 
recorded. Participants obtain an error score if they provide an incorrect verbal 
response to an item without realising (uncorrected error) or if they self-correct any 
errors that occur (self-corrected error).
Following Stuss and Alexander (2007), two variables of interest are derived from this 
test. These are a) time taken to complete the inhibition condition and b) total number 
of errors (uncorrected and self-corrected) in the inhibition condition. These outcome 
measures, known as Slroopdime and Slroop:errors, are described as ‘energization’ 
variables in Stuss & Alexander’s paper. Since processing speed difficulties 
(commonly seen after TBI) may influence performance on the Stroop test (Stuss &
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Levine, 2002), a further outcome measure was used to control for processing speed. 
This variable, called Stroop interference, was calculated using the formula described 
by Rios et a l (2004):
Time on inhibition condition - /  time on colour naming condition x time on word reading condition \
I time on colour naming condition + time on word reading condition 1
The CWIT has good reliability, with test-retest reliability ranging from .62- .76 (Delis 
et a l, 2001). Since the measure is one of many variants of the original Stroop test 
(Stroop, 1935), it is possible to examine validity data for other related versions. The 
CWIT is similar to the ‘Golden’ version of the Stroop (Golden, 1978), which has 
moderately-high correlations between the different conditions (Chafetz & Matthews, 
2004). In terms of criterion validity, the inhibition subtest of the Stroop test is related 
to tasks involving vigilance (Weinstein et a l, 1999, as cited in Strauss et a l, 2006), 
working memory (Kane & Eagle, 2003, as cited in Strauss et a l, 2006) and processing 
speed (Salthouse & Meinz, 1995).
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Table 3: Summary of the cognitive measures and scoring procedlures
Measure Variable name/Scoring Range Attentional
ability
measured
Rey Auditory Verbal 
Learning Test 
(RAVLT)
RAVLT:repetitions. Percentage of items recalled that are 
repeated across the five trials of the RAVLT
0-100 Monitoring
RAVLTinconsistency. The number of words that are 
recalled inconsistently across the five trials (e.g. a 
participant recalls a given word on one trial but does not 
recall this item on the next trial).
0-30 Monitoring
RAVLT:false-positives. The number of false-positive 
responses (the participant believes they have heard the 
word before when in fact this was not presented) on the 
recognition test of the RAVLT.
0-20 Task Setting
Verbal Fluency (FAS) FAS:last45. The percentage of words generated in the last 
45 seconds of the test, across three trials.
0-100 Energization
Colour- Word 
Interference Test 
(CWIT)
Stroop'.time. Time taken (in seconds) to complete the 
inhibition condition of the CWIT.
0-180 Energization
Slroop:errors. Total number of errors (uncorrected and 
self-corrected) in the inhibition condition of the CWIT.
0-50 Energization
Stroop.-interference. The difference between time taken to 
complete the inhibition condition of the CWIT, compared 
with time taken on the colour naming and word reading 
conditions.
0-100 Energization 
(controlling for 
processing 
speed)
2.5,3 Pragmatic Comprehension abilities: The Pragmatic Comprehension Task
PC was assessed using the Pragmatic Comprehension Task (PCT) devised by 
Channon el at. (2005). Similar to most PC measures, the psychometric properties of 
the PCT need to be formally assessed and no reliability or validity data is available. 
However, Channon et al (2005) published the task properties of the PCT and ABI 
norms are available in two publications (Channon et a l, 2005; Channon et a l, 2007). 
The PCT comprises a series of short socially-oriented stories that have four different 
genres of ending: a control physical event (PCT:control-stories), a human action 
(PCT'mentalistic-stories), a direct sarcastic remark (PCT.'direct-sarcasm-stories) or 
an indirect sarcastic remark {PCT:indirect-sarcasm-stories). There are six stories in 
each category, yielding a total of 24 stories. Apart from the control stories, successful 
completion of this task involves utilising ‘mentalising abilities’ or ToM. Direct
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sarcasm stories could be understood by reversing the literal meaning, while indirect 
sarcasm stories require the participant to comprehend a more subtle type of sarcastic 
remark. Examples of the different item types are available in Appendix 5.
The stories are of comparable length and are presented in a pseudo-randomised order 
using a software package. To reduce memory constraints, the story remains on the 
screen throughout the task. Participants’ understanding of the vignettes is assessed in 
two ways. Firstly, they are asked to provide a verbal explanation about the final 
remark/action/event occurring in the story. These explanations were scored out of a 
maximum of two points using criteria provided by Channon et al (2005). Two points 
are awarded if the explanation is correct, one point if the response is inadequate and 
zero points if the response is clearly incorrect. If the participant provides an unclear 
answer, they are prompted to elaborate on their response. The total number of points 
accrued across the 24 stories is called the PCT:total-free-response score (maximum 
score of 48).
Next, the participant is asked to select one of four multiple-choice interpretations, also 
presented in a pseudo-randomised order. The total number of points accrued across 
the 24 stories is called the PCT:forced-choice-total score"^  (maximum of 24). Finally, 
to assess general comprehension, the participants must respond to a “yes/no non- 
mentalistic factual inference question” (Channon et a l, 2005, p. 127).
In addition to this variable were PCT:forced-choice-direct-sarcasm-stories (percentage o f correct 
responses on the forced-choice direct sarcasm items), PCT:forced-choice-indirect-sarcasm-stories 
(percentage of correct responses on the forced-choice indirect sarcasm items), PCT.forced-choice- 
mentalistic-stories (percentage of correct responses on the forced-choice mentalistic items) and 
PCT'.forced-choice-control-stories (percentage of correct responses on the forced-choice control items).
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CHAPTER THREE 
RESULTS
3.1 Data analysis
The data were analysed using version 16.0 of the Statistical Packages for the Social 
Sciences (SPSS: 2007). After screening for missing values, the data were checked to 
see if it met the assumptions required to use parametric tests. To test for normality, 
the Kolmorgorov-Smimov test was used alongside visual inspection of histograms 
(with normal distribution curves plotted) for each variable. In addition, Z scores of 
skew and kurtosis were analysed to determine whether these values deviated 
significantly. Given the small sample size, Z scores that exceeded ±1.96 were 
considered significant (Fife-Schaw, 2007). Since outliers can influence correlation 
coefficient values in small samples (Pallant, 2001), cases with standardized Z scores 
greater than ±1.96 were considered problematic (Tabachnick & Fidell, 2007). 
Inspection of standardized Z scores revealed that none of the variables exceeded this 
critical value.
The preliminary analyses indicated nine problematic variables that violated parametric 
assumptions. These included a combination of demographic variables (time since 
TBI, degree of PTA, years of education), cognitive variables {Stroop:time, 
Stroop interference and FAS:last45) and PCT variables {PCTindirect-sarcasm- 
stories, PCT.'direct-sarcasm-stories and PCT’control-stories). Of these, all had 
excessive skew or kurtosis and two variables {PCT.'direct-sarcasm-stories and 
PCT.’control-stories) failed the Kolmorgorov-Smimov test. For five variables, these 
concerns were successfully resolved using either logarithmic transformations (time 
since TBI, Stroop'.time and Stroop interference) or square-root transformations 
(degree of PTA and PCTindirect-sarcasm-stories). The remaining four variables 
(years of education, FAS:last45, PCT'control-stories and PCT.’direct-sarcasm-stories) 
were not amenable to transformations and thus were analysed using non-parametric 
tests (Mann-Whitney U tests and Spearman’s rho correlations).
3.2 Participant characteristics
As far as possible, TBI and control participants were matched for age, gender, years of 
education and intellectual functioning (predicted FSIQ). There were 12 males and 6 
females in each group. Table 4 provides information on the remaining demographic 
variables.
Table 4: Demograp hie information
TBI group Control group Group differences
n = 18 n = 18 t(34) P
Age (years)
Mean 40.11 39.89 0.06 .953
SD 10.53 11.95
Range 21-60 21-58
Intellectual functioning 
(predicted FSIQ)
Mean 100.44 105.00 -2.76 .009**
SD 5.39 4.46
Range 92-108 96-113
Education (years) U P
Mean 14.17 16.39 78.50 .007**
SD 2.55 2.15
Range 11-20 11-19
Key: ** = significant at the p < .01 level.
FSIQ = Full-scale Intelligence Quotient.  ^= non-parametric (Mann-Whitney) analyses used.
As illustrated in Table 4, the groups did not differ significantly in terms of age. 
However, the control group possessed more years of education and had higher 
predicted FSIQ scores than the TBI group. Since these differences were statistically 
significant, these variables will later be explored as potential confounding variables in 
the relationship between group status and PC abilities.
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3.3 Between-group analyses
In order to investigate differences on the cognitive/PC variables between TBI and 
control participants, between-group analyses were conducted. To control for multiple 
comparisons, Bonferroni corrected p-values were used to detect significant differences 
in the data. Therefore, unless otherwise stated, a significance level of .008 was 
adopted throughout. Due to the small sample size, differences that were significant at 
the p < .05 level (but not at the p < .008 level) were held to reflect tendencies toward 
association, rather than evidence of a statistically significant relationship. 
Consequently (and contrary to standard convention), all p-values will be reported to 
three decimal places.
Hypothesis 1: The TBI participants will perform worse than control participants on 
the PCT
Following Hypothesis 1, Table 5 summarises the mean scores and significant group 
differences on the PCT.
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As shown in Table 5, the TBI participants achieved lower scores than the control 
participants on the following variables: PCT:total-free-response, PCTindirect- 
sarcasm-stories, PCT'mentalistic-stories and PCTdirect-sarcasm-stories and these 
differences were statistically significant. However, the two groups did not differ in 
their PCTcontrol-stories scores. With regard to forced-choice element of the PCT, 
the TBI participants achieved lower PCT:forced-choice-total scores than the control 
participants and this difference was significant. Furthermore, there were tendencies 
toward significant group differences on PCTforced-choice-direcl-sarcasm-siories and 
the PCTforced-choice-indirect-sarcasm-stories. Analysis of the mean scores for 
these measures revealed that TBI participants were less competent at selecting the 
correct forced-choice response than the control participants. In contrast, the two 
groups did not significantly differ in terms of their scores on the PCTforced-choice- 
mentalistic-stories and PCTforced-choice-control-stories.
To examine the types of errors that participants made when drawing inferences from 
the stories in the free-response condition, the number of verbal responses scoring 0 (an 
incorrect response) or 1 (an inadequate response) were compared between groups. 
This information is presented in Table 6.
Table 6; Nature of errors in the free-response element of the PCT
TBI
participants
Control
participants
Mean (SD) Mean (SD)
Errors involving incorrect inferences
Control stories 0.11 (0.32) 0.00 (0.00)
Mentalistic stories 0.44 (0.62) 0.06 (0.24)
Direct sarcasm stories 0.83 (0.99) 0.00 (0.00)
Indirect sarcasm stories 0.78(1.36) 0.22(0.43)
Errors involving inadequate inferences
Control stories 0.33 (0.69) 0.11(0.32)
Mentalistic stories 1.67 (0.91) 0.89 (0.90)
Direct sarcasm stories 2.00 (1.37) 0.44 (0.62)
Indirect sarcasm stories 1.17(1.20) 0.50 (0.62)
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As illustrated in Table 6, inadequate responses were more common than inaccurate 
responses across both groups. Mann-Whitney U-tests were used to investigate 
between-group differences (since the majority of the variables violated parametric 
assumptions) and a Bonferroni corrected p-value of .013 was used to determine 
significant differences between variables. With regard to incorrect errors, there were 
significant differences between the two groups on the PCT:direct-sarcasm-stories (U 
= 81.00, p = .001, r = -.56) and a tendency toward association on the PCTimentalistic- 
slories (U = 107.50, p = .036, r = -.40). Analysis of mean scores illustrated that the 
TBI participants made more incorrect inferences about the stories than controls. 
Comparison of group differences on ‘inadequate responses’ was similar to those of the 
incorrect responses: there were significant group differences on PCT.'direct-sarcasm- 
stories (U = 48.00, p = .000, r = -.63) and the differences between groups on the 
PCT'mentalistic-stories tended toward significance (U = 89.00, p = .018, r = -.24). 
Further examination of mean scores demonstrated that TBI participants elicited more 
inadequate responses than control participants.
Hypothesis 2: The TBJ participants will perform worse than the control participants 
on the cognitive measures
Following Hypothesis 2, Table 7 summarizes the group means and standard deviations 
for the cognitive measures (monitoring, task setting and energization). To explore 
group differences on these measures, independent t-tests were used (except for 
FAS:lasl45, which was analysed using the Mann-Whitney U test).
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Monitoring
T-tests revealed a tendency for TBI participants to achieve poorer 
RAVLTinconsistency SQOXQs hutihQ TBT and control participants did not differ in their 
RAVLT’repetitions scores.
Task Setting
The TBI participants had higher scores and this difference
tended toward significance.
Energization
The TBI participants achieved poorer Stroopiime scores and Stroop:errors scores on 
the CWIT than the control group and these differences were significant. Furthermore, 
the TBI participants had larger Stroop: interference scores than the control participants 
(and this difference was significant), suggesting that performance was due to an 
energization/inhibition problem and could not be explained by processing speed per 
se. Group differences on the FAS:last45 variable tended toward significance.
3.4 Correlation and regression analyses
Hypotheses 3 and 4: EF scores will correlate with performance on the PCT and
monitoring will be most strongly associated with PCT scores
To examine how the cognitive measures were related to PC, correlations were 
conducted between the various scores on the PCT (forced-choice total, total-free- 
response, direct-sarcasm-stories, indirect-sarcasm-stories, mentalistic-stories and 
control-stories) and monitoring {RAVLT'.inconsistency and RAVLT:monitoring), task- 
setting {RAVLT:false-positives) and energization {FAS:last45, Stroop:time, 
Stroop:errors, and Stroop:interference). The majority of variables fulfilled the 
assumptions for parametric tests and hence Pearson’s correlations were used. 
However, three variables {PCT.’direct-sarcasm-stories, PCT:control-stories and 
FAS:last45) did not meet the assumptions for parametric tests so Spearman’s rho (rs) 
correlations were used for these analyses. To control for multiple correlations, a
223
Bonferroni corrected p-value of .008 was used. An overview of these correlations is 
provided in Table 8.
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Monitoring X  pragmatic comprehension
In the control group, there were no significant correlations between the monitoring 
variables and PCT scores. Contrary to Hypothesis 4, no significant associations were 
found between RAVLTimonitoring and the PCT variables within the TBI group. The 
only relationship that approached significance in the TBI group was between 
RA VLTinconsistency and PCTindirect-sarcasm-stories.
Task setting X  pragmatic comprehension
The sole task setting variable {RAVLT:false-positives) was not significantly related to 
any of the PCT scores in either the control group or the TBI group.
Energization X  pragmatic comprehension
FAS:last45
In the TBI group, FASiasl45 was strongly associated with PCT:direcl-sarcasm- 
stories and PCTiotal-free-response scores. The relationship between this variable 
and PCT:forced-choice-total tended towards significance. In the control group, 
FASiast45 was not significantly related to any of the pragmatic variables.
Stroopiime
In the TBI group, there was a negative correlation between Stroopiime and 
PCT'.control-stories and this approached significance. Furthermore, there was also a 
tendency toward a significant association between this variable and PCTiotal-free- 
response. In comparison, Stroopiime was not significantly related to any PCT scores 
in the control group.
Stroop:errors
Highly significant associations were evident in the TBI group between Stroop:errors 
and PCTiolal-free-respouse scores and PCT:direcl-sarcasm-slories scores. No 
significant relationships between Stroop:errors and pragmatic abilities were observed 
in the control group.
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Stroop'Jnterference
In the TBI group, there were tendencies toward a significant relationship between 
Stroop : interference SQOiQS and PCTdirect-sarcasm-stories, PCT:total-free-r espouse, 
PCT forced-choice-total and PCT: control-stories. None of the relationships between 
this variable and PCT scores were statistically significant in the control group.
3.4.1. Do the cognitive variables predict PCT performance in the TBI group?
To further explore relationships between the cognitive variables and PCT scores (in 
line with Hypothesis 3), regression analyses were conducted. A simple regression 
analysis, with group status (TBI or control) as a predictor variable, investigated how 
much of the variance in PCT scores was predicted by group status. Only four of the 
dependent variables fulfilled the assumptions needed for regression {PCT: indirect- 
sarcasm-stories, PCTmentalistic-stories, PCT:total-free-respouse and PCT:forced- 
choice-total), since PCT:control-stories and PCT-direct-sarcasm-stories violated the 
assumption of linearity. These violations were evident through analysis of the 
Kolmorgorov-Smimov test of standardised residuals and visual inspection of residual 
plots.
Group status (participant or control) significantly explained 22% of the variation of 
scores on PCT:indirect-sarcasm-stories (R  ^= .22, Adjusted R  ^= .20; F (1,35) = 9.65, 
p = .004), 29% of the variance of PCTmentalistic-stories (R  ^= .29, Adjusted R  ^= 
.27; F (1,35) = 14.12, p = .001), 47% of the variance of PCT:total-free-respouse 
scores (R  ^ == .47, Adjusted R  ^ = .46; F (1,35) = 30.49, p = .000) and 22% of the 
variance of PCT:forced-choice-total scores (R  ^= .22, Adjusted R  ^= .19; F (1,35) = 
9.42, p = .004).
A standard multiple regression analysis (with independent variables entered 
simultaneously) was used to investigate how three of the energization variables 
{Stroop’.time, Stroop'.errors and Stroop interference) predicted PCT scores. These 
variables were selected because they were considered important in the correlation 
analyses. The remaining energization variable {FAS:last45) could not be included in 
these analyses because it did not fulfil parametric test assumptions. As part of the
227
regression analyses, the assumption of multicollinearity was checked via inspection of 
the Variance Inflation Factor (VIF) and tolerance statistics, while homoscedasticity 
was examined through visual inspection of scatterplots showing the data distribution. 
Furthermore, residual plots were examined to check that the residuals were normally 
distributed. Using the enter method, a significant model pertaining to PCTiotal-free- 
response score emerged (F (4,35) = 14.61, p = .000). The significant variables are 
shown in Table 9:
228
Iï l .
* I
g . f
f fS3
y %
f
"a
I
%
f
"a f#:
55. »  
X 2
A &. 
2§
P
g:
I
I
4^bv
o
S
*
to
2
o
o
o
4:^
ov
to
to
?■§ 
I I
3 =
4^
00
I
to
?■§
I lo (A
w
o
VO
o
8
2
to
LA
OO
8
8
oo
w
3 "S
®lîB »
W
M
%
II
II
W
ore 1 M3 a œn B B)
f 1 Ë% re 2
a fD
3 W 2,
î
g I
VO
1
*■!
l
B
i
B
t
C T Q
f
ii
g
B
B
O.
I
B
3
BT3I
Bf
I '
I
As illustrated in Table 9, one of the energization variables {Stroop: errors) was found 
to be a significant predictor variable of overall pragmatic comprehension scores and 
explained 18% of the variance in PCT:total-free-response scores. The overall model 
was highly significant and accounted for 65% of the variance in PCT:total-free- 
response scores. The other two energization variables {Stroop'.time and 
Stroop:interference) were not significant predictor variables in this model. Although 
group status was important in explaining a significant proportion of the variance of 
PCT'.menial isi ic-s lories, PCT:forced-choice-lolal and PCT: indirecl-sarcasm-slories, 
these models were not enhanced by adding the energization variables as independent 
predictor variables.
3.4.2 Relationships between demographic variables and cognitive measures/PC 
scores
Since there were significant between-group differences on some of the demographic 
variables, these relationships were further investigated using correlations. Across the 
two groups, age was not correlated with any of the cognitive measures or PC scores. 
However, as shown in Table 10, years of education was significantly related to 
Stroop'.interference, Stroop'.errors, PCT: direct-sarcasm-stories and PCT:total-free- 
response. There were tendencies toward significant relationships between years of 
education and PCT:forced-choice-total, PCTmentalistic-stories,
RAVLT:inconsistency and Stroop.'time. As illustrated in Table 10, predicted FSIQ (as 
measured by the WTAR) was significantly correlated with all cognitive and pragmatic 
variables, except for monitoring and task setting. Within the TBI group, severity of 
injury (as assessed by degree of PTA) was not significantly related to any of the 
cognitive or pragmatic variables, except for PCT:direct-sarcasm-stories (rs = -.64, p = 
.004).
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Table 10: Correlations between demographic variables and the cognitive
measures/ PCT variables
Measure Predicted FSIQ 
(WTAR)
Years of 
education
Cognitive measures
RA VLT'.repetitions r = .12 
p = .486
rs = .05 
p = .782
RAVLT: inconsistency r = 16 
p = .363
rs = -.41 
p = .013*
RAVLT:false-positives r = -.32
p = .061
rs = -.27 
p = . l l l
FAS:last45 rs = .41 
p = .014*
rs -  .21 
p = .228
Stroop.'time r = -.62
p = .000**
rs = -.40 
p = .015*
Stroop.'errors r = -.64
p = .000* *
rs = -.47 
p = .004**
Stroop :interference f=-:68
p = .000**
rs = -.47 
p = .004**
Pragmatic Comprehension Task
PCT:forced-choice-total r = -.41 
p = .013*
rs -  .39
p = .020*
PCT.'direct-sarcasm-stories rs = .54 
p = .001**
rs = -.52
p = .001**
PCTindirect-sarcasm-stories r = -.34 
p = .045*
rs = -.24 
p = .152
PCTmentalistic-stories r = .42
p = .012*
rs = .40 
p = .014*
PCT-control-stories rs = .44 
p = .007**
rs = .21
p = .227
PCTtotal-free-response r = .55
p = .000**
rs = .49
p = .002**
Key: * = significant at the p< .05 level ** = significant at the p< .008 level (Bonferroni
correction).
Further analyses were conducted to investigate the influence of predicted full-scale IQ 
and years of education on PCT performance. There was a need to adjust for the 
influence of these demographic variables on task performance as it was possible that 
predicted IQ/years of education could confound the relationship between group status 
and PCT scores. This is because the two groups significantly differed in terms of full- 
scale IQ and years of education and because these demographic variables were 
significantly correlated with a number of the cognitive variables and PCT scores.
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A standard multiple regression analysis was used to investigate how years of 
education and full-scale IQ predicted PCT:total-free-response scores. Using the enter 
model, a significant model emerged (R  ^= .52, Adjusted = .50; F (1,35) = 18.15, p 
= .000), however the regression coefficient for years of education was not statistically 
significant (Beta = .25, t(34) = 1.88, p = .069). A significant model pertaining to 
predicted full-scale IQ emerged (F (1,35) = 20.47, p = .000). The significant variables 
are shown in Table 11:
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As illustrated in Table 11, predicted FSIQ was found to be a significant predictor 
variable of overall PCT scores and could explain 8% of the variance in PCT:total- 
free-response scores. The overall model was significant and accounted for 55% of the 
variance in PCT:total-free-respouse scores. Through inspection of the significance of 
the regression coefficients, the results indicated that the effect of group status (TBI or 
control) on overall PCT scores remained significant after adjusting for predicted 
FSIQ. This means that predicted FSIQ does not confound the relationship between 
group status and PC.
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CHAPTER FOUR 
DISCUSSION
In the introduction, a number of theoretical accounts were offered to explain why TBI 
individuals experience PC difficulties, such as sarcasm. One of the most viable 
theories was the EDH, which postulates that BF abilities underlie pragmatic 
difficulties. The few studies that have investigated this question using ABI 
populations have yielded inconsistent results: some report positive findings that 
confirm the EDH (McDonald, 1992; Channon & Watts, 2003; McDonald et a l, 2006; 
McDonald & Pearce, 1996; Channon & Crawford, 2000), while others refute this link 
(Martin & McDonald, 2005; Shamay-Tsoory et a l, 2005). This thesis argued for a 
reconsideration of the way EF is conceptualised, given the methodological challenges 
associated with this construct. Since the term ‘executive functioning’ can be held to 
represent different things across studies, any investigation of this construct is fraught 
with difficulty. Within the parameters of the current research question, it is apparent 
that different researchers have utilised contrasting EF measures and the rationale for 
selecting these varies between studies.
The purpose of this research was to encourage a more thoughtful approach to the 
relationship between EF and PC abilities. Drawing on the work of Stuss and 
Alexander (2007), this study investigated how three EF constructs (energization, task 
setting and monitoring) were related to PC abilities. In doing so, this study has added 
to the evidence-base supporting the EDH in a TBI population. In the following 
sections, the key findings pertaining to each of the experimental hypotheses will be 
presented. Alongside these results, consideration will be paid to the consequences of 
this research at both a theoretical and clinical level, with greater emphasis on the 
latter. Finally, suggestions for future investigations to extend our knowledge in this 
area will be proposed, in view of the strengths and limitations of this study.
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4.1 Key findings
Hypothesis 1: The TBIparticipants will perform worse than control participants on 
the PCT
In accordance with Hypothesis 1, significant group differences were found between 
the TBI group and the control group on the PCT. The TBI participants performed 
worse than the control participants on all aspects of the PCT except for the control 
stories, where no differences were expected. Overall, the results support the view that 
TBI participants find it difficult to comprehend direct sarcasm, indirect sarcasm and 
mentalistic stories despite having general story-comprehension abilities intact. 
Regression analyses revealed that group status explained a significant proportion of 
variation for some of the PCT measures (PCT:indirect-sarcasm-stories, 
PCT:mentalistic-stories, PCT forced-choice-total and PCT:total-free-response).
The mean PCT:total-free-response scores obtained from the TBI sample are similar to 
those reported by Channon el at. (2005, 2007). However, the current participants 
exhibited PCT forced-choice-total scores: while Channon et al. (2007) reported 
ceiling effects in their forced-choice data, the current TBI sample achieved lower 
scores, particularly on the ‘direct sarcasm’ items. Taken together, it would seem that 
free-response scores on the PCT are a more sensitive and reliable indicator of PC 
abilities than the forced-choice element of the task.
To further investigate between-group differences, the types of errors made on the PCT 
were analysed. Errors on the forced-choice aspect of the PCT were relatively rare and 
ceiling effects were evident in the control group. With the free-response component 
of the PCT, inadequate errors were more common than incorrect errors across both 
groups. However, inspection of group differences revealed that the TBI group made 
significantly more errors on the direct sarcasm stories and the group differences on the 
mentalistic stories tended toward significance. The finding that literal (i.e. incorrect) 
responses were extremely rare has implications for Grice’s (1975) psycholinguistic 
theory of sarcasm, which cannot account for non-literal verbal responses on the PCT 
(McDonald & Pearce, 1996).
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Hypothesis 2: The TBIparticipants will perform worse than the control group on 
the cognitive measures
In line with Hypothesis 2, the TBI group performed worse than the control group on 
the majority of the EF scores derived from the cognitive measures and these 
differences were significant. The differences between groups on three of the 
energization variables {Sti'oop:errors, Stroop:time and Sti^oop:interference) were 
highly significant, whilst differences on the remaining energization variable 
{FAS:last45) tended toward significance. Group differences also tended toward 
significance on the task setting variable {RAVLTfalse-positives) and on one of the 
monitoring variables {RAVLT:inconsistency). Surprisingly, no group differences were 
evident for the monitoring variable RAVLT:repetitions, a finding which contravenes 
the experimental hypotheses. Across both groups, the frequency of repetitions on the 
RAVLT was extremely low, so it is difficult to draw conclusions about how this 
aspect of ‘monitoring’ might explain PC.
Hypotheses 3 and 4: EF scores will correlate with performance on the PCT and 
monitoring will be most strongly associated with PCT scores
Monitoring and Task Setting are not significantly related to scores on the PCT
Hypothesis 3 stated that EF scores would be significantly related to PC abilities, while 
Hypothesis 4 posited that the EF construct of ‘monitoring’ would be most important in 
understanding the relationship between EF and PC. Contrary to the latter prediction, 
monitoring was not significantly related to any of the PCT scores: the only 
relationship that tended toward significance was hQivtQon RAVLT:inconsistency scores 
and PCT'Andirect-sarcasm-stories (this difference was only evident in the TBI 
sample). In addition, the sole ‘task setting’ variable {RAVLT:false-positives) was not 
significantly related to any of the PCT scores in either group.
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Energization is significantly related to scores on the PCT
In contrast, and in support of Hypothesis 3, the energization variables were 
significantly associated with PC scores. As predicted, these relationships were only 
statistically significant in the TBI group; in fact, no significant relationships were 
found between any of the EF variables and PCT scores in the control group. In the 
TBI group, the proportion of words generated in the last 45 seconds of the verbal 
fluency task (FAS:lasl45) was significantly associated with PCT:direcl-sarcasm- 
stories and PCT:total-free-response scores, while the relationship between this 
variable and PCT forced-choice-total tended towards significance. Furthermore, the 
relationship between time taken on the CWIT {Stroop:time) and PCT:control-stories 
was found to be significant, while the relationship between this variable and 
PCT:total-free-response tended toward significance. Highly significant associations 
were evident between Stroop:errors and PCT:total-free-response scores and 
PCT.'direct-sarcasm-stories. Finally, there were tendencies toward a significant 
association between Stroop:interference and PCT:direct-sarcasm-stories, PCTitotal- 
fi'ee-response scores, PCTforced-choice-iotal and PCT:conlrol-slories.
Taken together, the PCT variables most consistently implicated in relationships with 
the EF scores were PCT.'direct-sarcasm-stories and PCT:total-free-response scores. 
Since direct-sarcasm scores violated the assumptions required to perform regression 
analyses, further statistical manipulations were only conducted using the PCT.'total- 
free-response variable. A multiple regression analysis was used to determine how 
much of the variance in overall PCT scores could be accounted for by three of the 
energization variables {Stroop :time, Stroop: errors and Stroop-.interference), since the 
remaining energization variable {FAS:last45) did not meet the assumptions for 
parametric investigations. The regression analysis yielded a significant model, with 
one energization variable in particular {Stroop:errors) emerging as a significant 
predictor (explaining 18% of the variance in PCT:total-free-response scores). Since 
none of the EF variables were related to PCT scores in the control group, this suggests 
that EF abilities can explain PC difficulties post-TBI but are less important for 
comprehension in control participants.
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4,L1 Explanations for the relationships between EF variables and PCT scores
Possible explanations for the lack o f significant relationships between monitoring and 
PCT scores
Before discussing why energization might explain PC abilities, it is necessary to 
consider why monitoring was not significantly related to PC abilities, as predicted. 
The hypothesis that monitoring variables would be significantly associated with PCT 
scores was based on evidence that monitoring and sarcasm share similar neural 
underpinnings. Furthermore, vigilance has been described as an important aspect of 
monitoring (e.g. Shallice et a l, 2008) and this attentional process has been found to 
predict PC in ABI participants (Saldert & Ahlsén, 2007). The fact that this hypothesis 
was not supported has implications for the way researchers investigate PC. More 
specifically, forming hypotheses about relationships between variables purely on the 
basis of neuroanatomical correlates may be a crass oversimplification of complex 
social-cognitive processes, such as sarcasm. As noted in the introduction, sarcasm 
detection likely involves multiple processes and recruits numerous brain regions to 
synthesise affective and cognitive cues necessary for comprehension (e.g. Shamay- 
Tsoory era/., 2005).
Another explanation for the lack of significant relationships between monitoring 
processes and PCT scores could be that the findings reflect the current sample, rather 
than the TBI population per se. As commented earlier, repetition errors (one of the 
monitoring scores derived from the RAVLT) were scarce in both TBI and control 
participants. Thus, it might be the case that a significant association between 
monitoring and PC abilities would emerge if TBI participants were recruited on the 
basis of having a ‘monitoring’ problem. Another possible explanation is the small 
sample size used in this study, which has implications for statistical power. However, 
this does not explain why one of the other EF constructs (energization) was 
significantly related to PC abilities. Another constraint concerns the tests used to 
investigate EF in this study: Stuss and Alexander (2007) utilised a computerised 
battery in their research and it may be that these more sensitive techniques would have 
detected significant monitoring differences between TBI and control participants.
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Further research, with larger samples and a wider battery of measures, is needed to 
contextualise the current findings. This is particularly true for future investigations of 
‘task setting’ since time constraints meant that this construct was only assessed using 
one variable {RAVLTfalse-positives).
Possible explanations for the significant relationships between energization and PCT 
scores
The results indicate that energization, as indexed by performance on the Stroop test, is 
important in explaining pragmatic difficulties. Stuss and Alexander (2007) describe 
energization as the ability to initiate and maintain an activated response across tasks. 
This ability is fundamental in the Stroop test since participants need to suppress an 
automatic response (reading words) in order to maintain a less-rehearsed response 
pattern (naming colours): Van Zomeren and Brouwer (1994). To understand how the 
current findings might build on research in this area, it is worth pausing to consider 
the construct(s) purported to be measured by the Stroop test. This is necessary 
because this is the first attempt to relate Stuss & Alexander’s model to PC abilities 
and other researchers have conceptualised EF in more traditional ways. Closer 
inspection of what the Stroop test is claimed to measure revealed inconsistencies, as 
illustrated in Table 12.
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Table 12: Constructs purported to be tapped by the inhibition subtest of the
Stroop test
Study Construct(s) measured
Cohen et al. (1990) Selective attention
Van Zomeren & Brouwer (1994) Response interference
Vendrell etal. (1995) Sustained attention
Uttl& Graf (1997) Cognitive flexibility and control
Spreen & Strauss (1998) Selective attention and cognitive flexibility
Myers (1999) Vigilance and selective attention
Johnstone & Stonnington (2001) Focused attention
Delis g/arZ. (2001) Verbal inhibition
Ravnkilde et al. (2002) Effortful processing, response selection or inhibition
Lopes-Machedo et al. (2002) Selective attention
Rush et al. (2006) Inhibitory control
The multifarious descriptions of the Stroop test pose a significant challenge to 
researchers attempting to investigate EF (or attentional processes) in this domain. 
Whilst it is difficult to cogently state what the Stroop test does indeed measure, 
selective attention and inhibition appear to be consistently implicated as potential 
underlying constructs. To further complicate matters, some conceptualisations of 
attention define selective attention and inhibition as distinct processes (Bracy, 1994), 
while other theorists view inhibition as a sub-process of selective attention (Sohlberg 
& Mateer, 1987). In comparison, Stuss and Alexander (2007) argue that inhibition 
can be explained by their ‘triad’ of frontal processes (energization, task setting and 
monitoring). Further exploration of this tlieoretical debate is beyond the scope of tliis 
paper and therefore, for the sake of clarity, selective attention and inhibition will be 
viewed as related processes in order to compare the current findings with previous 
research.
The relationship between selective attention/inhibit ion and pragmatic abilities
Numerous researchers have speculated about a possible link between ‘inhibition’ and 
pragmatic abilities (e.g. Body el al, 1999; Martin & McDonald, 2005; Channon el a l,
2007) and some research supports this claim. McDonald and Pearce (1996) found that
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TBI participants with inhibition problems performed badly on PC tasks, while 
Channon and Watts (2003) found that poor inhibition (as indexed by the Hayling test) 
was linked with pragmatic difficulties. More recently, research investigating humour 
comprehension difficulties in both older adults (Uekermann et a l, 2006a) and people 
with schizophrenia (Bozikas et a l, 2007) have found that performance on the Stroop 
test is fundamental in explaining these concerns.
Therefore, there is an accumulating evidence-base relating selective 
attention/inhibition (or energization in Stuss & Alexander’s model) problems with 
pragmatic difficulties. As an attempt to explain this link, Channon and Watts (2003) 
postulated that individuals with inhibition difficulties fail to comprehend sarcastic 
utterances because they are unable to suppress literal inferences that may become 
activated as part of the comprehension process. This conclusion appears to be based 
on a traditional (Gricean) view of sarcasm, which argues that successful 
comprehension involves rejecting a literal meaning in favour of a non-literal 
interpretation. This model has not gone unchallenged, with various psycholinguists 
arguing that a two-stage model of interpretation is unnecessary (e.g. Sperber & 
Wilson, 1986). In general, the present results cannot be held to support Grice’s (1975) 
model since TBI participants rarely endorsed literal interpretations on the PCT. As 
such, the explanation offered by Channon and Watts does not appear to extend to the 
current findings.
The relationship between energization and pragmatic abilities
An alternative proposition could be that successful performance on the PCT involves 
initiating and sustaining an expectation that some of the stories might involve sarcastic 
material. Since all participants were informed of the purpose of the study (to 
investigate sarcasm abilities) they should have been primed to interpret the stories in a 
sarcastic way. It could be argued that the control participants succeeded in sustaining 
this ‘sarcastic focus’, while some of the TBI participants struggled to do so. This 
explanation can also translate to ‘real-life’ sarcasm detection: one could speculate that 
control participants are better at attending to cues that might prime them towards a 
sarcastic interpretation (such as context or the speaker’s tone of voice), while TBI
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participants are less skilled at detecting such cues and sustaining a sarcastic response- 
bias. This account could explain why the TBI participants performed at a 
comparatively high level on the multiple-choice aspect of the PCT: since this task was 
more structured, the TBI participants may have been able to re-energise a sarcastic 
response-bias. Such an interpretation could be related to Duncan et al/s (1996) 
concept of goal neglect, which explains instances when individuals are aware of what 
they need to do to achieve a goal, yet are unable to use this knowledge to influence 
their behaviour (Duncan et a l, 2008). Research is needed to investigate whether PC 
difficulties evident in a TBI population are better explained by energization problems 
or goal neglect, and to explore the possibility that these two theoretical constructs are 
related.
4.2 Alternative explanations for the current findings
Although explanations have been offered to account for the current findings, it is 
important to consider other possibilities for the group differences observed on the 
PCT.
4.2.1 Comprehension abilities
One possibility is that the TBI participants performed worse on the PCT because they 
had poorer general comprehension/reasoning abilities than the control participants. 
However, the two groups performed comparably on the control stories, implying that 
comprehension difficulties are insufficient to account for the pragmatic difficulties 
exhibited by the TBI participants.
4.2.2 Expressive dysphasia
Another idea is that TBI participants obtained lower scores on the free-response 
element of the PCT because they had difficulties verbally expressing ideas (known as 
expressive dysphasia). Although this was considered in the exclusion criteria of this 
study, dysphasia was not formally assessed and fulfilment of this criteria depended on 
the judgement of the referrer. The reason for not explicitly measuring dysphasia was
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due to time constraints, since the battery of tests was already 90 minutes long. 
Incorporating a dysphasia assessment, such as the Comprehensive Receptive and 
Expressive Vocabulary Test (Wallace & Hammill, 1994), would enable future 
researchers to discount the influence of dysphasia on PCT scores. However, it is 
important to note that previous PC research that has included an objective measure of 
dysphasia (e.g. Channon & Watts, 2003) has found that control participants still 
outperformed TBI participants in terms of their PC abilities
4.2.3 Memory difficulties
Participants were not excluded from this study if they experienced memory difficulties 
since the relationship between memory and PC was not being investigated. However, 
memory problems carmot solely account for PCT performance because the stories 
remained on screen throughout the task.
4.2.4 Theory of Mind (ToM)
Previous research implicates the role of ToM in PC, with some researchers arguing 
this construct is a better predictor of sarcasm abilities than EF measures (Shamay- 
Tsoory et a l, 2005). When devising the PCT, Charmon et al (2005) recognised that 
ToM (or mentalisation) is essential for PC and proposed that all PCT stimuli (except 
for control stories) require mentalising abilities. This research endorsed the position 
that ToM is fundamental for sarcasm detection and was more interested to investigate 
how EF processes might be important in explaining PCT performance.
4.2.5 Intellectual functioning/educational background
It could be argued that the TBI participants performed poorly on the PCT because they 
had overall lower predicted FSIQ scores and less years of education than the control 
group. Support for this claim stems from the fact that IQ and years of education were 
significantly related to a number of the PCT and EF scores in this study. Regression 
analyses indicated that IQ was important in explaining a significant proportion of the 
variance in PCT scores but no relationship was found between years of education and
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this measure. However, further inspection of the regression coefficients revealed that 
the relationship between group status (TBI or control) and PCT scores remained 
significant even after adjusting for predicted FSIQ. This means that predicted FSIQ 
did not confound the relationship between group-status and PC. It is also worth 
mentioning that although the differences in IQ were found to be statistically 
significant, the variation is not clinically meaningful since nearly all of the IQ scores 
were within the ‘average’ range.
4.2,6 Injury severity
Another factor that could impact on PCT performance is injuiy severity, as indexed by 
the extent of Post-Traumatic Amnesia (PTA). However, PTA was not significantly 
related to any of the EF or PCT scores (except for PCT:direct-sarcasm-stories) and 
this justification cannot explain why only energization processes were important in 
explaining PCT performance. Another concern is that the between-group differences 
could be explained by exceptionally low scores obtained by a small proportion of TBI 
participants (Snow & Ponsford, 1995). Similar to other studies, there was a great deal 
of heterogeneity in performance on the cognitive tasks within the TBI group. 
However, qualitative inspection of EF scores obtained by the TBI participants who 
achieved the lowest scores on the PCT revealed that these individuals did not achieve 
consistently poor scores on each of the cognitive measures: rather, each participant 
demonstrated a unique profile of performance across the tasks.
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4.3 Limitations of the present study
Before considering how the current results might facilitate the rehabilitation of 
pragmatic difficulties in TBI patients, it is important to highlight the strengths and 
limitations of the present study. These issues will be outlined in the following 
sections.
4,3.1 Sample size
Although the sample size obtained approached the number needed for sufficient 
power to be achieved (Appendix 1), it would be dangerous to draw firm conclusions 
based on data from 36 participants. Furthermore, no conclusions can be drawn about 
the direction of influence between the variables: it remains to be proven that there is a 
direct causal link between energization and overall performance on the PCT. The 
small sample size restricts statistical power and threatens the validity of inferences 
derived from the results. This problem also influenced the types of statistical analyses 
that could be performed on the data, especially given the number of comparisons 
generated by this research. In order to control for multiple comparisons, a Bonferroni 
correction was used to reduce the type I error rate. Whilst this was advantageous, 
using an adjusted p-value restricted the number of significant associations found in the 
present study and increased the risk of type II errors. A further complication is that 
some researchers, using similar designs, have chosen not to adjust the significance 
level for multiple comparisons (e.g. McDonald & Pearce, 1996; Channon & 
Crawford, 2000), making it difficult to compare results across studies. Another 
possible way of finding meaningful results between correlations in small samples was 
proposed by Saldert and Ahlsén (2007). They suggested inspecting the values of 
correlation coefficients rather than correcting the p-value, with only r-values greater 
than .66 reflecting a significant association. It seems important that future research 
pays more consideration to reducing type I error rates and adopts a consistent strategy 
to negotiate these concerns.
Although multiple regression analyses were conducted in this study, there are 
challenges of using this method with small samples. Tabachnick and Fidell (2007)
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argue that at least 58 cases are needed for a regression with one independent variable 
and the current study did not achieve this quota. Despite these concerns, other 
research in this area (with similar sample sizes) has reported multiple regression 
analyses (e.g. Channon & Watts, 2003; Martin & McDonald, 2005). Channon and 
Watts argue that regression analyses in small samples only provide evidence of a 
correlational, and not causal, link between variables and the current researcher 
endorses this position. It would have been interesting to investigate the influence of 
energization variables as potential mediators in the relationship between group status 
and PCT performance. Although some provisional analyses were conducted using 
Baron and Kenny’s (1986) approach, it was felt misleading to include these results 
given the small sample size (Hoyle & Kenny, 1994). A large-scale replication of this 
study is required so that firmer conclusions can be drawn about the relationship 
between energization and PC.
4.3.2 Lack of information about the anatomical correlates of the TBI
Another limitation of this research is that very little was known about the lesions 
obtained by some of the TBI participants: in fact, scan information was only available 
for eight participants. Thus, it was not possible to speculate about anatomical regions 
that might be important in PC and access to this information was sometimes only 
available via self-report. Various challenges to self-report data exist: for example, 
participants may not have been provided with detailed information about their medical 
condition by physicians (e.g. Smith et al, 2008). A more general critique of self- 
report measures is that they lack validity, particularly when asking people to disclose 
sensitive information such as previous psychological difficulties or alcohol use (e.g. 
Barker et a l, 2002). Consequently, it is not possible to confidently state that the self- 
report information provided by participants in this study was accurate and this could 
undermine the findings.
With respect to the lack of sophisticated lesion information, it is important to note that 
other researchers investigating changes post-TBI do not always rely on scan 
information: for example, Henry et al (2006) only reported lesion information for 
eight out of 16 participants. Additionally, it has been argued that imaging techniques
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are insufficient at detecting subtle, diffuse damage incurred through TBI (Spikman et 
al, 2000) and, furthermore, scans cited in research papers are often conducted in the 
immediate aftermath of the TBI so may not reflect plasticity changes occurring during 
recovery (Channon & Watts, 2003).
If one considers neuropsychological models of sarcasm comprehension, you would 
expect individuals with right-frontal lobe damage (or specifically right VMPFC 
damage) to perform worse on the PCT (Shammi & Stuss, 1999; Shamay-Tsoory el a l, 
2005). However, other researchers adopt the perspective that TBI commonly results 
in a distinct pattern of damage, irrespective of how the injury is sustained. For 
example, Rios et al (2004) propose that TBI leads to damage in the frontal lobes, 
anterior regions of the temporal lobes, axonal matter, corpus callosum and brainstem. 
It is important to remember that PC, and indeed all social cognition, is a complex 
process involving numerous brain regions. As summarised by Saldert and Ahlsén, 
2007, “when it comes to complex human cognition, acquired brain damage in one 
individual does not always have exactly the same consequences for cognition as it 
does in another individual, even if the localization and size of the lesion are the same” 
(p.649). Therefore, it could be argued that an over-emphasis on lesion information is 
a relatively futile endeavour: unless of course you have access to precise mapping 
techniques such as those used by Donald Stuss. Taken together, it seems there are 
benefits to approaching social cognition from a theoretical position rather than from 
an anatomical position. Future research might want to focus on recruiting individuals 
with recognised pragmatic difficulties (or indeed EF difficulties), rather than 
prioritising lesion information.
4.3.3 The challenges o f capturing PC experimentally
4.3.3.1 Individual differences in sarcasm comprehension
As discussed in the previous paragraph, PC is a complex phenomenon involving a 
dynamic interplay of cognitive, social and cultural rules. Very little is known about 
variations in cultural/relational constructions of sarcasm (Reddy et a l, 2002) and this 
raises questions about what constitutes ‘normal’ sarcasm abilities. Furthermore, the
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cross-sectional nature of the current study means that little is known about the pre- 
morbid nature of the TBI participants’ sarcasm abilities. A more specific concern is 
that it is unknown whether any participants ever received a diagnosis of autism, a 
finding which would complicate interpretation of the results. Future research should 
consider including an autism diagnosis in their exclusion criteria and it would also be 
interesting to conduct a longitudinal study to examine how pragmatic abilities might 
change (perhaps as a result of rehabilitation efforts) in the years post-TBI.
43.3.2 Approaches to measuring PC
Snow and Ponsford (1995) argue that it can be problematic to assess pragmatic 
abilities experimentally because most tests are too structured and occur in the absence 
of social roles/environmental demands. Furthermore, many PC tests have ceiling 
effects (e.g. McDonald & Pearce, 1996), suggesting they are not very sensitive. A 
number of techniques have been utilised to assess PC, as exemplified in Table 1 in the 
introduction. These range from engaging participants in ‘real-life’ scenarios using 
actors, observing their responses to videoed social exchanges (McDonald el a l, 2003) 
or interactions with family members, assessing how participants explain rules to 
strangers (McDonald & Pearce, 1995) and the use of story-based vignettes. One 
popular clinical tool is The Awareness of Social Inference Test (TASIT: McDonald et 
al, 2003), which is a validated and reliable PC measure. The TASIT assesses both 
emotional recognition and social inference abilities by considering participants’ 
responses to videotaped interactions. While there are advantages to using this test (it 
has good ecological validity and published norms obtained from a large TBI sample), 
it also has some limitations that precluded its use in the current study. Firstly, the 
TASIT does not control for memory load, meaning that individuals with memory 
concerns may fail the test. Secondly, the test takes longer to administer than the PCT 
(approximately 45 minutes), which would have increased the duration of the testing 
period, hence discouraging participants. Another critique is that the TASIT only 
investigates what Channon would call ‘direct sarcasm’, so more subtle forms of 
sarcasm caimot be assessed.
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4.3.33 Rationale for selecting the PCT
'As a consequence of the concerns about the TASIT, the PCT was selected to measure 
PC abilities in this study. This test has proven to be sensitive in two TBI samples 
(Channon et a l, 2005; 2007) and norms are available in these articles. The PCT was 
considered superior to the TASIT because participants with memory difficulties could 
be included and because it measures both direct and indirect sarcasm abilities. A 
further advantage is that the measure is a reading task, so it is not susceptible to 
prosodic cues, which have been shown to influence sarcasm comprehension (Kreuz & 
Roberts, 1995). However, no PC measure is perfect and there are some limitations of 
the PCT that are worth mentioning. Firstly, it is not ecologically valid and so it is 
difficult to know how PCT performance corresponds to a person’s sarcasm abilities in 
‘real-life’ settings. Unlike most instances of sarcasm, the PCT stories are not 
embedded in a social context and this means it is difficult to make claims about how 
the results might support or refute psycholinguistic accounts, such as echoic models. 
More specifically, the PCT involves self-paced reading of story vignettes and this 
could be problematic since most verbal exchanges are fast-paced (Van Zomeren & 
Brouwer, 1994).
43.4 Selection of the EF tests
The types of tasks used to assess EF have also been criticised for being too structured, 
and hence lacking ecological validity (Spikman et a l, 2000). However, this research 
sought to test a specific theory of attentional processes (Stuss & Alexander, 2007) and 
so it was not possible to flexibly select ‘EF’ tests. It is important to note that Stuss & 
Alexander used a wider battery of tests in their research and it was not feasible to use 
all of these in the present study because of time constraints. This was problematic, 
since it led to certain constructs being assessed using a single variable (most pertinent 
for the ‘task setting’ construct). Future research should include a larger battery of 
tests (perhaps including the WCST), so that more definitive claims can be made about 
the influence of attentional processes (energization, task setting and monitoring) on 
PC performance.
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4.4 Implications of this research for the rehabilitation of PC difficulties
This research has provided empirical support for the relationship between EF/attention 
difficulties and PC abilities in a TBI population. In addition to replicating this study 
(to lend further support to the EDH), it would be fascinating to see whether Stuss and 
Alexander’s model can be applied to other client groups who present with pragmatic 
difficulties (e.g. older adults or people with schizophrenia). Although the findings 
cannot be cited as evidence of a causal link between energization and PC, it is 
nevertheless interesting to think about the clinical implications of this research. As 
Body et al. (1999) assert, rehabilitation efforts would be enhanced if clinicians were 
better able to understand the links between cognition and communication. It is 
striking that the majority of previous research efforts in this domain seem to have 
focused on proving or disproving psycholinguistic theories (e.g. McDonald, 1992) or 
the neuroanatomical correlates (e.g. Shamay-Tsoory et al., 2005) of sarcasm, rather 
than on how to rehabilitate such deficits. Consequently, relatively little has been 
written on how improve sarcasm abilities post-TBI (especially in terms of how the 
EDH could facilitate rehabilitation efforts) and thus the following sections will 
consider attempts to rehabilitate social skills more generally.
4.4.1 Techniques used to improve pragmatic abilities post-TBI
It is important not to underestimate the impact that impaired pragmatic abilities have 
on an individual’s quality of life. As discussed earlier, such individuals are less likely 
to return to work and experience social isolation (Godfrey et a l, 1989), which 
increases demands placed on carers (Marsh et a l, 2002). Despite these concerns, very 
little energy has been directed into the rehabilitation of PC difficulties but the few 
intervention strategies that have been proposed are outlined below.
Models of rehabilitation can generally be classified as either ‘task-oriented’ or 
‘process-oriented’ interventions (Myers, 1999). Task-oriented or ‘functional’ 
approaches prioritise presenting symptoms and aim to improve performance through 
repeated practise of relevant tasks. In contrast, process-oriented approaches attempt to
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develop the cognitive processes assumed to underpin the presenting symptom and thus 
are more influenced by theoretical models (Myers, 1999).
4.4.4.1 Task-oriented approaches to improving pragmatic abilities
A few ‘social skills’ packages have been developed that incorporate PC abilities and 
these have generated some promising results. For example, Hopewell a/. (1990) 
reported gains in social competence when TBI participants engaged in role-plays and 
used prompts to guide behaviour, while Dahlberg et al. (2007) cited benefits of a 
group-based social skills intervention. Snow and Ponsford (1995) stressed the 
importance of addressing PC difficulties in a ‘real-world’ context and suggested these 
abilities can be enhanced through the use of video feedback, prompts & cues to shape 
behaviour and participation in social skills groups. Myers (1999) has written 
extensively about the rehabilitation of PC deficits and the reader is directed to this text 
for a comprehensive overview of treatment strategies. On a task-oriented level, Myers 
proposed video feedback about social competence and the use of prompts (e.g. a list of 
questions that can be followed to understand story-based PC tasks) to facilitate 
comprehension. ■
Outside of the TBI arena, Wang et al. (2007) have proposed some interesting ideas to 
rehabilitate PC difficulties in people with autism. The authors found that cueing 
autistic children to attend to facial expression and the speaker’s tone of voice resulted 
in greater neural activity in the medial PFC, a brain area activated during ‘normal’ 
irony detection. Consequently, the authors suggest that cueing participants to attend 
to these cues could be a strategy for improving PC difficulties. Unfortunately, 
increased brain activation did not result in autistic participants achieving better scores 
on a PC task and they were still outperformed by the control participants. 
Nevertheless, the processes underlying PC deficits in autism and TBI appear to differ 
(Martin & McDonald, 2005) and it would be interesting to see whether such an 
intervention would be successful in enhancing sarcasm detection in TBI participants.
252
4.4.4.2 Process-oriented approaches to improving pragmatic abilities
Process-oriented interventions draw on theories about cognitive processes that might 
underlie PC difficulties in a TBI population. As previously mentioned, one 
explanation is the Executive Dysfunction Hypothesis (EDH), which posits that EF 
deficits underlie pragmatic difficulties. EF is a confusing construct that lacks a 
consistent definition in the literature: however, many researchers argue it is closely 
related to attention (Rios el al., 2004). As summarised by Myers (1999), 
rehabilitation of PC abilities should focus on attention/EF in order to be effective: 
“thus, treating disorders of attention directly can be considered one means of 
indirectly facilitating improvement in cognitive and communicative performance. 
That is, attention is the process, and communication is the skill” (p.209). 
Interestingly, it appears that many of the techniques used to rehabilitate PC deficits are 
also used to improve cognitive difficulties (including attention and EF) post-TBI 
(Bomliofen & McDonald, 2008a) and Van Zomeren and Brouwer (1994) argued that 
‘social skills’ interventions might inadvertently target attentional difficulties. This is 
evident when one compares Gopher’s (1993) attempts to improve ‘attentional control’ 
with Myers’ (1999) approach to targeting discourse problems: both suggest breaking 
tasks into elements, adopting an analytical stance and the use of feedback to shape 
learning. Bomhofen and McDonald (2008b) offer a theoretical rationale for 
rehabilitating PC difficulties (by assuming that attention is important in emotion 
perception) and proposed targeting attention processes to improve emotion perception 
deficits. Consequently, this research team have reported benefits of using rehearsal 
and self-talk (Bomhofen & McDonald, 2008b), errorless learning and self-instmction 
training (Bomhofen & McDonald, 2008a) and social skills groups (McDonald et a l,
2008) in order to improve social competence.
4.4.4.3 Links to the present study
A number of ideas to rehabilitate PC difficulties have been suggested in the literature 
but more research is needed before firm conclusions can be drawn about efficacy 
(Myers, 1999). This research lends further support to the (albeit loosely defined) 
EDH by proposing that the attentional process of energization is an important aspect
253
of pragmatic abilities. The results were interpreted to demonstrate how TBI 
participants struggle to initiate and sustain a sarcastic response-bias during story 
comprehension. In view of the limitations of this study, this idea is tentative and 
needs to be supported by large-scale rehabilitation studies. Nevertheless, in the 
absence of a sound evidence-base for PC remediation, it seems sensible to propose 
that rehabilitation efforts would benefit from a two-pronged approach. Firstly, 
individuals would profit from real-life feedback about their social competence, 
perhaps through engagement in role-plays, sensitive use of video feedback or by 
prompting TBI participants to attend to salient sarcasm cues (Wang et a l, 2007). 
Secondly, it seems important to address EF/attentional processes that might underlie 
PC abilities: this could be achieved using ideas proposed by Myers (1999), which 
utilise rehabilitation techniques traditionally developed for EF/attention but translated 
in a socially-meaningful way. Since energization might be related to Duncan et a/.’s 
1996 construct of goal neglect. Goal Management Training (GMT: Robertson, 1996) 
might provide a useful framework for rehabilitation. Such an approach would involve 
helping the individual to devise sub-goals to help them to focus on sarcastic cues, thus 
enhancing comprehension.
It is important to remember that TBI participants form a very heterogeneous group 
and so clinicians need to adopt a person-centred approach to formulation and 
treatment. For example, McDonald (2000) described a subset of TBI participants 
who can correctly discern emotional prosody but are poor at comprehending verbal 
sarcasm. For such individuals, it would be inappropriate to focus rehabilitation efforts 
on cueing attention to the speaker’s tone of voice and other possibilities would need to 
be explored. Channon et al (2005) suggest there may be many different routes to PC 
difficulties following-TBI. In a similar vein. Hartley and Jensen (1992) argue that 
there are three common ‘discourse profiles’ following TBI: inefficient (over-talkative 
and tangential communication), impoverished (reduced speech output) and confused 
(including confabulatory behaviour). Body et al (1999) speculate that different 
cognitive deficits may map onto each communicative profile and further research is 
needed to investigate this idea. More pertinent to the current research, it would be 
interesting to see how the different discourse profiles (if they are found to be valid 
constructs) are important in explaining sarcasm comprehension abilities.
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4.4.2 Implications for clinicians engaging and working with TBI patients
A substantial evidence-base is developing to support the view that TBI individuals 
experience PC difficulties. Consequently, professionals working with TBI individuals 
need to screen for PC difficulties as part of their initial assessment in order to inform 
their treatment plans. Furthermore, it may be necessary for clinicians to adapt their 
therapeutic stance when working with this client group. Most research investigating 
the therapeutic use of humour (known as “gelatotherapy”) argues it is beneficial and 
can enhance patients’ quality of life (Lefcourt & Thomas, 1998). For example, 
Bakerman (1997) proposed that humour is associated with numerous psychological 
and physiological benefits, while Hunt (1993) argued that humour is an effective 
nursing intervention for cancer patients. So strong is the conviction that humour is a 
useful component of the therapist’s toolkit, that an “Association for Applied and 
Therapeutic Humor” exists. However, one question that the literature fails to answer 
is how one might use humour when working with patients who have pragmatic 
difficulties. An extensive search about the potential dangers of using humour 
therapeutically yielded only one article, published by Kirsh and Kuiper (2003). 
Clearly, more research is needed to investigate gelatotherapy with TBI patients but 
clinicians may need to use pragmatic language cautiously, particularly in the early 
stages of treatment. Since some TBI patients may fail to understand subtle 
communication messages, misconceptions could easily occur if sarcasm is used by the 
therapist. As an example, one participant in this study reported perceiving sarcasm as 
“vicious and nasty” and felt angry if this was directed towards him. Clearly, the use 
of sarcasm would hinder rather than facilitate rapport-building with this individual.
4.5 Concluding summary
This research has provided further support for an association between EF and PC 
(known as the Executive Dysfunction Hypothesis) in a TBI population. By adopting a 
more thoughtful approach to this question (through the application of a specific model 
of attentional processes devised by Stuss & Alexander, 2007), it was found that 
performance on the Stroop test was important in explaining performance on the PCT, 
a measure of pragmatic abilities. This energization deficit can be explained as an 
inability to initiate and sustain (or energize) a sarcastic response-bias in TBI 
participants.
Consequently, interventions that occur in real-life contexts and encourage people to 
attend to the salient aspects of sarcasm (emotional prosody, facial expression) is 
recommended. In addition, clinicians could consider drawing on remediation 
techniques for EF/attention in order to address the processes underlying PC deficits. 
Such interventions should be prioritised in rehabilitation since pragmatic difficulties 
can result in impaired social functioning, thus impinging on the quality of life of TBI 
patients and their carers (Marsh et a l, 2002). Although investigations of this nature 
inevitably raise more questions than answers, further research in this area has the 
potential to greatly enhance the lives of TBI patients.
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APPENDIX 1: POWER CALCULATIONS
Effect size = 0.93 
Alpha = 0.05 
Power = 0.80 
Groups = 2
Total sample needed = 40
An a-priori two-tailed t-test power calculation was conducted using G*POWER 
(version 3.08; Faul et a l, 2007), with power set at 0.8 and an alpha level of 0.05. 
Inputting the means (86.96 and 98.08) and standard deviations (15.97 and 5.73) 
reported for the Pragmatic Comprehension Task in Channon et al (2007), the effect 
size was calculated as 0.93. Consequently, the power calculation suggested that a 
sample size of 40 (20 participants in each group) would be sufficient to detect 
significant differences between the two groups on the Pragmatic Comprehension 
Task.
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APPENDIX 3: PARTICIPANT INFORIVIATION SHEET AND CONSENT
DOCUMENTS
UNIVERSITY OF
SURREY
Ethics Committee
PARTICIPANT INFORMATION SHEET
Study title- Problems understanding sarcasm  following a traumatic brain
injury
Researchers: Katy Lee (Trainee Clinical Psychologist, University of Surrey). 
Dr Drew Alcott (Consultant Neuropsychologist)
Dr Sue Thorpe (Research Tutor, University of Surrey)
We would like to invite you to take part in a  research study. Before you decide 
you need to understand why the research is being done and what it would 
involve for you. Please take time to read the following Information carefully. 
Talk to others about the study if you wish.
What is the purpose of the study?
This study is looking at how people understand humour and sarcasm  after 
they have had a  brain injury. It hopes to find out how attention (being able to 
focus in on things) might be important in understanding these changes. The 
Researcher also needs to recruit some people without a brain injury, to see  if 
they perform any differently.
What will be Involved if you ch oose to take part in the study?
If you decide to take part, the Researcher will ask you to complete a variety of 
short tests. One test will involve you having to read a list of 50 words out 
loud. The other tests include having to remember a list of words, saying as 
many words a s  you can think of beginning with a certain letter of the alphabet 
and reading the nam es of colours out loud. One of the tests is on a computer: 
in this task, you will be asked to answer som e questions about som e stories. 
There will be no flashing lights in this computer program.
The interview will take place In a  private room and will last for no longer than 
90 minutes.
What might stop  me taking part?
There a few things that might stop you from being able to take part in this 
study. These Include a history of alcohol/drug dependence, previous history of 
mental illness and a  recent epileptic fit (in the past six months).
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Do I have to take bart?
It Is up to you to decide. We will describe the study and go through this 
information sheet, which we will then give to you. We will then ask you to sign 
a  consent form to show you have agreed to take part. You are free to 
withdraw at any time, without giving a  reason.
What will happen to the Information that vou provide?
If you take part in this study, no one will know that you took part. The 
Researcher will be the only person who will know your name and this 
personal information will not be included when this research is published. The 
ansv/ers you give the Researcher will be kept safe and the data will be 
destroyed after two years.
As well a s  publishing this study, the Researcher will provide a shorter report 
of the findings. The Researcher will ask you when you take part in the study 
whether or not you would like to receive this. The Researcher will also 
publish a  short summary of the findings in Headway Surrey’s newsletter (a 
brain injury charity).
Your rights as a participant
If you decide to take part in this study, you will need to sign a consent form.
However, you will still be free to drop out of the study at any time and the 
information you have given will no longer be used. If you wish to no longer be 
part of the study then please contact the Researcher so that your information 
can be withdrawn.
If you notice that you start to fee! unwell or experience any discomfort during 
the study, please tell the Researcher. If this happens, the Researcher will 
stop the testing straight away and will encourage you to contact Dr Drew 
Alcott, Consultant Neuropsychologist on V -—  io talk about this, ft
is also recommended that you visit your General Practitioner (G.P.) if you 
experience any unusual effects from taking part.
If you are unhappy about anything, or want to make a  complaint, then you can 
also speak to Dr Drew Alcott, Consultant Neuropsychologist, on the above 
number.
You may contact Katy Lee via email: I _ _  _ ' or by telephone:
Please feel free to ask any questions you have about the research.
Thank you!
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U N IV E R S IT Y  O F
SURREY
Ethics Committee
C o n se n t Form
study title: Problems understanding sarcasm  following a traumatic brain injury
R esearchers: Katy Lee (Trainee Clinical Psychologist, University of Surrey),
Dr Drew Alcott (C onsultant N europsychologist)
Dr Sue Thorpe (Research Tutor and Lecturer, University of Surrey)
I, the undersigned, voluntarily agree to take part in the study Investigating the 
relationship betw een attention and pragmatic comprehension in traumatic brain 
injury.
1 have read and understood the Information Sheet provided. The Researcher has 
explained to me what the study is about, why the study is useful, what I will b e asked 
to do if I decide to take part and how long it will last. 1 have been  able to ask 
questions about the study and have understood the answers to these questions.
The Researcher has also told m e about any discomfort or ill-effects on my health 
that may happen if I d ecided  to take part. I agree to ted the Researcher 
immediately if I experience any discomfort during the study.
I understand that my answers to the questions will be kept confidential and this data  
will b e locked in a  safe p lace. The data will be anonymous, which means that only 
the Researcher will b e ab le to trace my pei^onal details to the answers I gave.
I understand that I am  free to withdraw from the study at any time without needing  
to explain my reasons for doing this.
I understand that if I suffer a  significant and enduring injury (including illness or 
disease} as a direct result of taking part in this study, compensation will be paid to  
m e by the University, subject to certain provisos and limitations. The amount of 
compensation will depend  on where the injury is, how bad it is and how long the 
injury causes you a  problem. The amount of dam ages awarded will b e  
com parable to the amount offered for a similar injury by an English court in cases  
where the liability has been  admitted.
I have read and understood this information and have been  given time to think 
about whether ! would like to take part. As a  result, I give my consent to take part in 
this study.
287
Name of volunteer (BLOCK CAPITALS}
Signed
Dote
Name of researcher (BLOCK CAPITALS)
Signed
Date
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APPENDIX 4: TEST RECORD FORMS
Sarcasm Stories Response Sheet A Code;
Notes for testing: always prompt an answer when you are nut clear of its meaning. 
Genera! scoring principles
(2) This score is given when the answer gives a clear explanation o f the remark/action, 
or the answ'er is clearly equivalent in meaning
(1) Tliis score is given when the answer is not incorrect, but is not adequately explained, 
or not quite equivalent in meaning
(0) This score is given when the answer is incorrect, or clearly inadequate in meaning
Definitions are given at the beginning for each score, followed by examples. If the 
answer is very close to an example, this is sufficient to score, even if the general 
definition docs not seem to apply clearly.
m If the story comment itself is repeated, without further explanation, this scores 0.
■ Prompt all answers scored 1 and whenever answers scored 0 are unclear.
■ If 2 or more answers given ask which they mean if in doubt, then give the highest 
score possible. So if one part of answer scores 0 and another part scores I, give 1.
■ Do not be influenced by whether the response is expressed in the first or third person 
or the use of present or past tense, i.e. “I’m angry with you” versus “she was angry 
with him” should be scored the same.
289
Stor
y
Reason Option selected
E.G.
I
2
3
4
5
6
7
8
9
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Reason Option .selected
E.G.
13
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21
22
23
24
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: D-KEFS GoEor-Word Ini
Ages 8-89
Materials; Record Form, Stimulus Booklet (Flat Position), Stopwatch
rerence T est
Condition i :  Color Naming
Discontinue
D i s c o n t i n u e  i f  t h e  e x a m i n e e  h a s  m a r k e d  d i f f i c u l t y  o r  m a k e s  f o u r  u n c o r r e c t e d  e r r o r s  o n  t h e  p r a c t i c e  l i n e s ,  O t h e r w i s e ,  d i s c o n t i n u e  t h e  
s c o r e d  t a s k  a f t e r  9 0  s e c o n d s .
Administration and Recording
P l a c e  t h e  s t i m u l u s  b o o k l e t  f i a t  o n  t h e  t a b l e  In a  h o r i z o n t a l  ( l a n d s c a p e )  p o s i t i o n  d i r e c t l y  i n  f r o n t  o f  t h e  e x a m i n e e  s o  t h a t  t h e  t w o  p r a c t i c e  
l i n e s  o f  C o n d i t i o n  1  a r e  p o s i t i o n e d  a t  t h e  t o p  o f  t h e  p a g e  f r o m  t h e  e x a m i n e e ' s  p e r s p e c t i v e .  S a y ,
This page has patches of color on 1C Fd like you to say the colors as quickly as you can without skipping ony or making
m i s t a k e s . W h e n  y o u  f i n i s h  t h i s  f i n e  { s w e e p  a c r o s s  t h e  f i r s t  p r a c t i c e  l i n e  o f  f i v e  s q u a r e s  w i t h  y o u r  f i n g e r ) ,  g o  on t o  t h i s  one 
{ p o i n t  t o  t h e  f i r s t  s q u a r e  o f  t h e  s e c o n d  r o w ) .  Now try these f i r s t  two t'or.s for practice.
I f  t h e  e x a m i n e e  i s  a b l e  t o  c o m p l e t e  t h e  t w o  p r a c t i c e  l i n e s ,  s a y .  G o o d .  N o w ,  v . h & n  i  s a y  begin, I  want you t o  say the rest o f  the colors. 
Begin here ( p o i n t  t o  t h e  f i r s t  s q u a r e  o n  t h e  f i r s t  l i n e  o f  1 0  s q u a r e s  b e l o w  t h e  p r a c t i c e  l i n e s )  a n d  s a y  each c o l o r ,  o t i c  a f t e r  the o t h e r ,  
w i t h o u t  skipping any. When y o u  f i n i s h  t h i s  l i n e  ( s w e e p  a c r o s s  t h e  f i r s t  r o w  w i t h  y o u r  f i n g e r ) ,  g o  o n  t o  t h i s  o n e -  ( p o i n t  t o  t h e  f i r s t  
s q u a r e  of t h e  s e c o n d  r o w ) .  K e e p  s a y i n g  t h e  c o l o r s  until y o u  r e a c h  t h e  end o f  t h e  l a s t  l i n e  ( p o i n t ) .  S a y  t h e  colors as q u i c k l y  a s  y o u  
can without making mistakes. Ready? Begin.
S t a r t  t i m i n g .  F o l l o w  t h e  e x a m i n e e ’s  p r o g r e s s  i t e m  b y  i t e m .  R e c o r d  e r r o r s  b y  w r i t i n g  t h e  f i r s t  l e t t e r  o f  t h e  i n c o r r e c t  c o l o r  n a m e  b e n e a t h  t h e  
c o r r e c t  r e s p o n s e  a n d  r e c o r d  a n y  n o n s e n s e  w o r d s  (e.g., “ b I s e n ’' )  v e r b a t i m .  I n d i c a t e  s e l f - c o r r e c t i o n s  b y  d r a w i n g  a  s l a s h  m a r k  t h r o u g h  t h e  
l e t t e r  o r  w o r d .  R e c o r d  t o t a l  c o m p l e t i o n  t i m e  i n  s e c o n d s .
A l l o w  t h e  e x a m i n e e  t o  u s e  a  f i n g e r  t o  m a i n t a i n  h i s  o r  h e r  p l a c e  o n  t i n e  s t i m u l u s  p a g e ,  i f  t h e  e x a m i n e e  s k i p s  a  l i n e  a c c i d e n t a l l y ,  p o i n t  o u t  
t h e  e r r o r  i m m e d i a t e l y  a n d  r e d i r e c t  t h e  e x a m i n e e  t o  t h e  c o r r e c t  l i n e .  K e e p  t h o  s t o p w a t c h  r u n n i n g  w h i l e  p o i n t i n g  o u t  l i n e - s k i p p i n g  e r r o r s .
I f  t h e  e x a m i n e e  d o e s  n o t  c o m p l e t e  t h e  t a s k  a t  t h e  e n d  o f  9 0  s e c o n d s ,  s a y ,  S t o p .  I n d i c a t e  t h e  l a s t  i t e m  a t t e m p t e d  a n d  r e c o r d  9 0  s e c o n d s  
as t h e  t o t a l  c o m p l e t i o n  t i m e .  I t e m s  t o  w h i c h  t h e  e x a m i n e e  d i d  n o t  r e s p o n d  b e c a u s e  t h e  t i m e  l i m i t  w a s  r e a c h e d  a r e  n o t  c o u n t e d  a s  e r r o r s .  
T u r n  t h e  p a g e  I n  t h e  s t i m u l u s  b o o k l e t  t o  C o n d i t i o n  2 :  W o r d  R e a d i n g .
green red blue green blue
red blue green blue green
red blue red green red blue green blue red green
blue green red green red green blue red blue green
red green blue red green red green blue green red
blue red green blue red green blue red blue green
red blue red green blue green blue red blue green
CondiUon 1 : Color Namind
Total
Uncorrected
Errors
Total
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Errors
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Time To 
Complete
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CondiUon 2 : Word Reading
Discontinue
D i s c o n t i n u e  i f  t h e  e x a m i n e e  h a s  m a r k e d  d i f f i c u l t y  o r  m a k e s  f o u r  u n c o r r e c t e d  e r r o r s  o n  t h e  t w o  p r a c t i c e  I 
s c o r e d  t a s k  a f t e r  9 0  s e c o n d s .  .
O t h e r w i s e ,  d i s c o n t i n u e  t h e
A d m i n i s t r a t i o n  a n d  R e c o r d i n g
P l a c e  t h e  s t i m u l u s  b o o k l e t  f l a t  o n  t h e  t a b l e  i n  a  h o r i z o n t a l  ( l a n d s c a p e )  p o s i t i o n  d i r e c t l y  i n  f r o n t  o f  t h e  e x a m i n e s ,  w i t h  t h e  r o w s  o f  w o r d s  
p r i n t e d  i n  b l a c k  i n k  f a c i n g  t h e  e x a m i n e e .  S a y ,
N o w  l o o k  at t h i s  p a g e  w i t h  w o r d s  printed o n  It. I'd l i k e  you t o  r e a d  t h e  w o r d s  a l o u d  s s  c u i c . k l v  as y o u  can v ; ; t h o u t  
skipping a n y  o r  making m i s t a k e s .  W h e n  y o u  finish t h i s  l i n e  ( s w e e p  a c r o s s  t h e  f i r s t  p r a c t i c e  l i n e  o f  f i v e  w o r d s  w i t h  y o u r  
f i n g e r ) ,  g o  o n  t o  t h i s  one ( p o i n t  t o  t h e  f i r s t  w o r d  o f  t h e  s e c o n d  r o w ) .  Now t r y  r e a d i n g  these f i r s t  two l i n e s  f o r  p r a c t i c e .
I f  t h e  e x a m i n e s  i s  a b l e  t o  c o m p l e t e  t h e  t w o  p r a c t i c e  l i n e s ,  s a y .
G o o d .  N o w ,  w h e n  I  s a y  begin, I  w a n t  y o u  t o  r e a d  the r e s t  o f  t h e  w o r d s .  Begin h e r o  ( p o i n t  t o  t h e  f i r s t  w o r d  o n  t h e  f i r s t  l i n e  o f  
1 0  w o r d s  b e l o w  t h e  p r a c t i c e  l i n e s )  and r e a d  e a c h  w o r d ,  o n e  a f t e r  t h e  o t h e r ,  without s k i p p i n g  a n y .  K e e p  reading t h e  w o r d s  
u n t i l  y o u  reach the end ( p o i n t  t o  t h e  l a s t  w o r d  o n  t h e  l a s t  l i n e ) .  R e a d  t h e  w o r d s  a s  q u i c k l y  a s  y o u  c a n  w i t h o u t  m a k i n g  
mistakes. Ready? Begin.
S t a r t  t i m i n g .  F o l l o w  t h o  e x a m i n e e ’s  p r o g r e s s  i t e m  b y  i t e m .  R e c o r d  e r r o r s  b y  w r i t i n g  t h e  f i r s t  l e t t e r  o f  t h e  i n c o r r e c t  w o r d  b e n e a t h  t h e  c o r r e c t  
r e s p o n s e  a n d  r e c o r d  a n y  n o n s e n s e  w o r d s  ( e . g . .  " b l e e n " )  v e r b a t i m ,  i n d i c a t e  s e l f - c o r r e c t i o n s  b y  d r a w i n g  a  s l a s h  m a r k  t h r o u g h  t h e  l e t t e r  o r  
w o r d .  R e c o r d  t o t a l  c o m p l e t i o n  t i m e  i n  s e c o n d s .
A l l o w  t h e  e x a m i n e e  t o  u s e  a  f i n g e r  t o  m a i n t a i n  h i s  o r  h e r  p l a c e  o n  t h e  s t i m u l u s  p a g e .  I f  t h e  e x a m i n e e  s k i p s  a  l i n e  a c c i d e n t a l l y ,  p o i n t  o u t  
t h e  e r r o r  i m m e d i a t e l y  a n d  r e d i r e c t  t h e  e x a m i n e e  t o  t h e  c o r r e c t  l i n e .  K e e p  t h e  s t o p w a t c h  r u n n i n g  w h i l e  p o i n t i n g  o u t  l i n e - s k i p p i n g  e r r o r s .
I f  t h e  e x a m i n e e  d o e s  n o t  c o m p l e t e  t h e  t a s k  a t  t h e  e n d  o f  9 0  s e c o n d s ,  s a y ,  S t o p .  I n d i c a t e  t h e  l a s t  i t e m  a t t e m p t e d  a n d  r e c o r d  9 0  s e c o n d s  
a s  t h e  t o t a l  c o m p l e t i o n  t i m e .  I t e m s  t o  w h i c h  t h e  c x a m i n a o  d i d  n o t  r e s p o n d  b e c a u s e  t h e  t i m e  l i m i t  w a s  r e a c h e d  a r e  n o t  c o u n t e d  a s  e r r o r s .  
T u r n  t h e  p a g e  i n  t h e  s t i m u l u s  b o o k l e t  t o  C o n d i t i o n  3 :  I n h i b i t i o n .
red blue green red blue
green blue green red green
green red blue green blue red blue green blue green
red green blue green blue green red blue red green
red green blue green red blue green red blue red
blue green red blue green red blue green blue red
green red blue red blue green red blue red green
Condition 2 : Word Reeding
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Discontinue
D i s c o n t i n u e  i f  t h e  e x a m i n e e  h a s  m a r k e d  d i f f i c u l t y  o r  r e q u i r e s  f o u r  c o r r e c t i o n s  o n  t h e  t w o  p r a c t i c e  l i n e s .  O t h e r . v i s e ,  d i s c o n t i n u e  t h e  s c o r e d  
t a s k  a f t e r  1 8 0  s e c o n d s .
Administration and Recording
P l a c e  t h e  s t i m u l u s  b o o k l e t  f l a t  o n  t h e  t a b l e  i n  a  h o r i z o n t a l  ( l a n d s c a p e )  p o s i t i o n  d i r e c t l y  i n  f r o n t  o f  t h e  e x a m i n e e ,  w i t h  t h e  r o w s  o f  w o r d s  
p r i n t e d  i n  d i s s o n a n t  i n k  c o l o r s  f a c i n g  t h e  e x a m i n e e .  S a y ,
Now t o o k  a t  t h i s  p a g e ,  i t ' s  g o i n g  t o  be a l i t t l e  h a r d e r  than t h e  o t h e r  p a g e s  because the color names a r e  printed in a 
different-colored i n k .  F o r  example ( p o i n t  t o  t h e  f i r s t  w o r d  o n  t h e  f i r s t  p r a c t i c e  l i n e  o f  f i v e  w o r d s ) ,  d o  y o u  s e e  how t - h e  w o r d  
redis printed in green Ink here?Thls time/you are to name A é cdfdrof (Ae W  that the fetters are printed In and ncf
read the word. So, w h a t  w o u l d  you s a y  for t h i s  o n e ?  ( P o i n t  a g a i n  t o  t h e  f i r s t  w o r d  o n  t h e  f i r s t  p r a c t i c e  l i n e  a n d  a l l o w  t h e  
e x a m i n e e  t o  r e s p o n d .  C o r r e c t  a n y  e r r o r s . )  G o o d .  A n d  t h i s  o n e ?  ( P o i n t  t o  t h e  n e x t  t w o  p r a c t i c e  i t e m s .  C o r r e c t  a n y  e r r o r s . )
Good. Now try these first tv.'o lines for practice.
I f  t h e  e x a m i n e e  h a s  d i f f i c u l t y  u n d e r s t a n d i n g  t h e  t a s k ,  y o u  m a y  d e m o n s t r a t e  i t  b y  n a m i n g  t h e  i n k  c o l o r s  o n  t h e  f i r s t  p r a c t i c e  l i n e ,  t h e n  
i n v i t i n g  t h e  e x a m i n e e  t o  r e s p o n d  t o  t h e  s e c o n d  l i n e .  I f  t h e  e x a m i n e e  r e q u i r e s  f o u r  c o r r e c t i o n s  o n  t h e  t w o  p r a c t i c e  l i n e s ,  d i s c o n t i n u e  t h i s  
c o n d i t i o n  a n d  d o  n o t  a d m i n i s t e r  C o n d i t i o n  4 :  I n h i b i t i o n / S w i l c h i n g .
I f  t h e  e x a m i n e e  i s  a b l e  t o  c o m p l e t e  t h e  t w o  p r a c t i c e  l i n e s ,  s a y .
G o o d ,  N o v j .  w h e n  I  nny b e g i n ,  I  w a n t  y o u  t o  d o  t h e  s e m e  thing f o r  the r e s t  o f  t h e m .  S a y  t h e  c o l o r  o f  the Ink t h e  l e t t e r s  are 
p r i n t e d  In; do not read t h e  w o r d s .  B e g i n  here ( p o i n t  t o  t h e  f i r s t  w o r d  o n  t h e  f i m t  l i n e  o f  1 0  v r o r d s  b e l o w  t h e  p r a c t i c e  l i n e s )  a n d  
say each i n k  c o l o r ,  o n e  a f t e r  t h e  other, w i t h o u t  s k i p p i n g  any. K e e p  s a y i n g  t h e  ink c o l o r s  u n t i l  y o u  r e a c h  t h e  e n d  ( p o i n t  t o  
t h e  l a s t  w o r d  o f  t h e  l a s t  l i n e ) .  Say t h e  i n k  c o l o r s  a s  quickly a s  you csn  w i t h o u t  making mistakes. R e a d y ?  Begin.
S t a r t  t i m i n g .  F o l l o w  t h e  e x a m i n e e ' s  p r o g r e s s  I t e m  b y  i t e m .  T h e  s i n g l e  l e t t e r  ( r f o r  r e d ,  b for b l u e ,  g f o r  g r e e n )  p r i n t e d  i n  p a r e n t h e s e s  n e x t  t o  
e a c h  c o r r e c t  r e s p o n s e  r e p r e s e n t s  t h e  e r r o r  r e s p o n s e  I f  I t i e  e x a m i n e e  r e a d s  t h e  w o r d  r a t h e r  t h a n  n a m i n g  t h e  i n k  c o l o r .  R e c o r d  e r r o r s  b y  
c i r c l i n g  t h e  l e t t e r  o r  b y  w r i t i n g  t h e  i n i t i a l  l e t t e r  o f  o t h e r  i n c o r r e c t  c o l o r s  b e n e a t h  t h e  c o r r e c t  r e s p o n s e .  A l s o  r e c o r d  a n y  n o n s e n s e  w o r d s  
( e . g . ,  “ b l e e n " )  v e r b a t i m .  I n d i c a t e  s e l f - c o r r e c t i o n s  b y  d r a w i n g  a  s l a s h  t h r o u g h  t h e  l e t t e r  o r  w o r d .  R e c o r d  t o t a l  c o m p l e t i o n  t i m e  i n  s e c o n d s .
A l l o v r  t h e  e x a m i n e e  t o  u s e  a  f i n g e r  t o  m a i n t a i n  h i s  o r  h e r  p l a c e  o n  t h e  s t i m u l u s  p a g e .  I f  t h e  e x a m i n e e  s k i p s  a  l i n e  a c c i d e n t a l l y ,  p o i n t  o u t  
t h e  e r r o r  i m m e d i a t e l y  a n d  r e d i r e c t  t h e  e x a m i n e e  t o  t h e  c o r r e c t  l i n e .  K e e p  t h e  s t o p w a t c h  r u n n i n g  w h i l e  p o i n t i n g  o u t  l i n e - s k i p p i n g  e r r o r s .
I f  t h e  e x a m i n e e  m a k e s  t h r e e  c o n s e c u t i v e  e r r o r s  o f  r e a d i n g  t h e  w o r d s ,  p r o m p t  h i m  o r  h e r  t o  n a m e  t h e  i n k  c o l o r .  P r o v i d e  t h i s  p r o m p t  o n l y  
o n c e  d u r i n g  t h i s  c o n d i t i o n  a n d  k e e p  t h e  s t o p w a t c h  r u n n i n g .
I f  t h e  e x a m i n e e  d o e s  n o t  c o m p l e t e  t h e  t a s k  a t  t h e  e n d  o f  1 8 0  s e c o n d s ,  s a y ,  S t o p .  I n d i c a t e  t h e  l a s t  i t e m  a t t e m p t e d  a n d  r e c o r d  1 8 0  
s e c o n d s  a s  t h e  t o t a l  c o m p l e t i o n  t i m e .  I t e m s  t o  w h i c h  the examinee did not r e s p o n d  b e c a u s e  t h e  t i m e  l i m i t  w a s  r e a c h e d  a r e  n o t  c o u n t e d  
a s  e r r o r s .  T u m  t h e  p a g e  i n  t h e  s t i m u l u s  b o o k l e t  t o  C o n d i t i o n  4 ;  I n h i b i t i o n / S w i t c h i n g .
green(r) red(b) blue(g) green (b) red(g)
blue(r) red(b) green(r) red(g) green(r)
red(b) b!ue(g) red(b) green(r) red(b) blue(r) green(b) blue(r) red(b) green(r)
red{b) blue(g) green(b) blue(g) green(r) blue(g) red(b) green(r) red(b) blue(g)
green(r) blue(g) green(r) red(b) blue(g) green(r) red(g) blue(r) green(b) red(g)
green(b) blue(g) red(b) green(r) blue(g) reci(b) green(r) blue(g> green(r) red(g)
blue(g) green(b) btue(r) red(b) blue(g) green(r) red(b) blue(g) green(r) red(b)
CondtUon 3: InhlbHlon
Total Total Total
Uncorrected Self-Corrected Time To
Errors Errors Complete
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D i s c o n t i n u e
D o  n o t  a d m i n i s t e r  C o n d i t i o n  4  i f  t h e  e x a m i n e e  h a d  m a r k e d  d i f f i c u l t y  o r  d i d  n o t  f i n i s h  b e f o r e  t h e  t i m e  l i m i t  w a s  r e a c h e d  o n  C o n d i t i o n  3 :  
I n h i b i t i o n .  D i s c o n t i n u e  i f  t h e  e x a m i n e e  h a s  m a r k e d  d i f f i c u l t y  o r  r e q u i r e s  f o u r  c o r r e c t i o n s  o n  t h e  p r a c t i c e  l i n e s  o f  C o n d i d i t o n  4 .  O t h e r w i s e ,  
d i s c o n t i n u e  t h e  s c o r e d  t a s k  a f t e r  1 8 0  s e c o n d s .
A d m i n i s t r a t i o n  a n d  R e c o r d i n g
P l a c e  t h e  s t i m u l u s  b o o k l e t  f l a t  o n  t h e  t a b l e  i n  a  h o r i z o n t a l  ( l a n d s c a p e )  p o s i t i o n  d i r e c t l y  i n  f r o n t  o f  t h e  e x a m i n e e ,  w i t h  t h e  r o w s  o f  w o r d s  
p r i n t e d  i n  d i s s o n a n t  i n k  c o l o r s ,  h a l f  o f  w h i c h  a r e  c o n t a i n e d  i n  r e c t a n g l e s ,  f a c i n g  t h e  e x a m i n e e .  S a y ,
T h i s  i s  t h e  f o u r t h  a n d  f a s t  p a g e . T h i s  t i m e ,  f o r  m a n y  o f  t h e  v r o r d s ,  y o u  a r e  t o  d o  t h e  s a m e  t h i n g  y o u  j u s t  d f d :  N a m e  
t h e  c o l o r  o f  t h e  i n k  a n d  d o  n o t  r e a d  t h e  w o r d s .  B u t  I f  a  w o r d  ( r r s l d c  a  l i t t l e  b o x .  y o u  s h o u l d  r e a d  t h e  w o r d  a n d  n o t
! a m c  irc ink c o l o r .  ( P o i n t  t o  t h e  f i r s t  t h r e e  i t e m s  i n  t h e  f i r s t  p r a c t i c e  l i n e  o f  f i v e  w o r d s . )  F o r  example, w h a t  would you s a y  
for I h f i r s t  t h r e e  words? ( A l l o w  t h e  e x a m i n e e  t o  r e s p o n d  a n d  p r o v i d e  c o r r e c t i o n s  i f  n e c e s s a r y . )  Good. Now t r y  these first 
1 . , o  I  p r a c t i c e .
I f  t h e  e x a m i n e e  h a s  d i f f i c u l t y  u n d e r s t a n d i n g  t h e  t a s k ,  y o u  m a y  d e m o n s t r a t e  i t  b y  r e s p o n d i n g  t o  t h e  i t e m s  o n  t h e  f i r s t  p r a c t i c e  l i n e ,  t h e n  
i n v i t i n g  t h e  e x a m i n e e  t o  r e s p o n d  t o  t h e  s e c o n d  l i n e .  I f  t h e  e x a m i n e e  r e q u i r e s  f o u r  c o r r e c t i o n s  o n  t h e  t w o  p r a c t i c e  l i n e s ,  d i s c o n t i n u e  t h i s  
c o n d i t i o n .  I f  t h e  e x a m i n e e  i s  a b l e  t o  c o m p l e t e  t h e  p r a c t i c e  l i n e s ,  s a y ,
Very good. Now, when I  say b e g i n ,  !  w a n t  you t o  do ( h e  s a m e  t h i n g  for the rest of thorn. S a y  the color of t h e  ink t h e  
letters are printed In o r  read ti;e word if It is i n  a  box. Begin here ( p o i n t  t o  t h e  f i r s t  w o r d  o n  t h e  f i r s t  l i n e  o f  1 0  w o r d s  b e l o w  
t h e  p r a c t i c e  l i n e s )  and kenp going u.nt:' you reach the end ( p o i n t  t o  t h e  l a s t  w o r d  o f  t h e  l a s t  l i n e ) .  S a y  ths Ink colors or v r o r d s  
a s  q u i c k l y  a s  y o u  c a n  w i t h o u t  m a k i n g  m i s t a k e s .  R e a d y ?  B e g i n .
S t a r t  t i m i n g .  F o l l o w  t h e  e x a m i n e e ' s  p r o g r e s s  i t e m  b y  i t e m .  T h e  s i n g l e  l e t t e r  [r f o r  r e d ,  b  f o r  b l u e ,  g f o r  g r e e n )  p r i n t e d  i n  p a r e n t h e s e s  n e x t  t o  
e a c h  c o r r e c t  r e s p o n s e  r e p r e s e n t s  t h e  e r r o r  r e s p o n s e  i f  t h e  e x a m i n e e  e i t h e r  ( a )  r e a d s  t h e  w o r d  r a t h e r  t h a n  n a m i n g  t h e  i n k  c o l o r  f o r  a n  i t e m  
n o t  c o n t a i n e d  i n  a  r e c t a n g l e  o r  ( b )  n a m e s  t h e  i n k  c o l o r  r a t h e r  t h a n  r e a d i n g  t h e  w o r d  f o r  a n  i t e m  c o n t a i n e d  i n  a  r e c t a n g l e .  R e c o r d  e r r o r s  b y  
c i r c l i n g  t h e  l e t t e r  o r  b y  w r i t i n g  t h e  i n i t i a l  l e t t e r  o f  o t h e r  i n c o r r e c t  c o l o r s  b e n e a t h  t h e  c o r r e c t  r e s p o n s e .  A l s o  r e c o r d  a n y  n o n s e n s e  w o r d s  
( e . g . .  “ b l e e n " )  v e r b a t i m .  I n d i c a t e  s e l f - c o r r e c t i o n s  b y  d r a w i n g  a  s l a s h  t h r o u g h  t h e  l e t t e r  o r  w o r d .  R e c o r d  t o t a l  c o m p l e t i o n  t i m e  i n  s e c o n d s .
A l l o w  t h e  e x a m i n e e  t o  u s e  a  f i n g e r  t o  m a i n t a i n  h i s  o r  h e r  p l a c e  o n  t h e  s t i m u l u s  p a g e .  I f  t h e  e x a m i n e e  s k i p s  a  l i n e  a c c i d e n t a l l y ,  p o i n t  o u t  
t h e  e r r o r  i m m e d i a t e l y  a n d  r e d i r e c t  t h e  e x a m i n e e  t o  t h e  c o r r e c t  l i n e .  K e e p  t h e  s t o p w a t c h  r u n n i n g  w h i l e  p o i n t i n g  o u t  l i n e - s k i p p i n g  e r r o r s .
f f  t h e  e x a m i n e s  m a k e s  t h r e e  c o n s e c u t i v e  e r r o r s ,  p r o m p t  h i m  o r  h e r  e i t h e r  t o  n a m e  t h e  i n k  c o l o r  o r  t o  l e a d  t h e  w o r d  i n  t h e  r e c t a n g l e .  
P r o v i d e  t h i s  p r o m p t  o n l y  o n c e  d u r i n g  t h i s  c o n d i t i o n  a n d  k e e p  t h e  s t o p w a t c h  r u n n i . n g .
I f  t h e  e x a m i n e e  d o e s  n o t  c o m p l e t e  t h e  t a s k  a t  t h e  e n d  o f  1 8 0  s e c o n d s ,  s a y ,  S t o p .  I n d i c a t e  t h e  l a s t  i t e m  a t t e m p t e d  a n d  r e c o r d  1 8 0  
s e c o n d s  a s  t h e  t o t a l  c o m p l e t i o n  t i m e ,  i t e m s  t o  w h i c h  t h e  e x a m i n e e  d i d  n o t  r e s p o n d  b e c a u s e  t h e  t i m e  l i m i t  w a s  r e a c h e d  a r e  n o t  c o u n t e d  
a s  e r r o r s .
red(b) blue(r) | green(r) j blue(r) green(b)
biue(g) red(g) blue(g) green(r) blue(r) i
red(g) b!ue(g) red(g) green(b) j red(b)
green(b) blue(r) green(r) | red(g) blue(r) green(r) green(b) red(b) j green(b) red(b)
red(b) j j blue(r)
red(b) j green(b)
green(r) red(g)
green(r) I biue(r) green(r) | green(r) blue(t) j
green(r) red(g) j blue(g) j red(g) green(b) j red(b) j green(r) j biue(r) j
red(g) biue(r) i green(r)| blue(r) j blue(g) | red(g) 
blue(r) red(b) g reen ^ l red(b) blue(r) green(r) blue(g) red(g)
Total
Uncorrected
Errors
Condition 4: Inhibitton/Swiichinn
c
Total
Self-Corrected
Errors
Total 
Time To 
Complete
296
Name:   D o b _________
Fluency measures (D-KFES)
Date.
r  '  ■ . F ... '  ......... ■" ■ . A ? Period total
1.15" 1-15" 1-15" E= 
S s~ .
z =
16-30" 16-30" 16-30"
Ss=
z = D=
3145" 3145” /  : . 31-45” ■s= . ■
S s = . . .
E =  .■
46-60” 46-60” 46-60” 1 -
Ss=
2 -  . S= z=  . 1-15"=
16-60’’=
I -  - r=
Ss ~
Set loss errors E=
Repetition errors = 2=
INSTRUCTIONS: letter fluency
I am goini; to say a letter of the alphabet. When I say begin 1 want you to tell me as many words as you can that begin 
with that letter. You will have 60 seconds before 1 tell you to stop. None of the words can names of people or places or 
numbers. For example, if 1 gave you the letter Tyou could say foke, toy, tooth and so forth but you could not say lltomas 
because that is a person’s name and you should not say Tooting as that is tlie name of a place and you should not say 
twelve because that is a number. Alco, do not give me the same word with different endings. For example if you say 
take you should not also say takes, and taking. Do you have any questions? Here is a page that will help you remember 
the rules.
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RAVLT RECOGNITION TEST (30 MINUTE DELAY)
Bell (A) Y/N
Window (SA) Y/N
Hat (A) Y/N
Barn (SA) Y/N
Ranger(B) Y/N
Nose (A) Y/N
Weather (SB) Y/N
School(A) Y/N
Hand (PA) Y/N
Pencil (B) Y/N
Home (SA) Y/N
Fish (B) Y/N
Moon (A) Y/N
Tree (PA) Y/N
Balloon (PA) Y/N
Bird (B) Y/N
Mountain (B) Y/N
Coffee (A) Y/N
Mouse (PA) Y/N
River (A) Y/N
Towel (B) Y/N
Curtain (A) Y/N
Flower (SA) Y/N
Colour (A) Y/N
Desk (B) Y/N
Gun (B) Y/N
Crayon (SA) Y/N
Church (B) Y/N
Turkey (A) Y/N
Fountain (PB) Y/N
Boat(B) Y/N
Hot (PA) Y/N
Parent(A) Y/N
Water (SA) Y/N
Farmer (A) Y/N
Rose (SPA) Y/N
Cloud (B) Y/N
House (A) Y/N
Stranger (PB) Y/N
Garden (A) Y/N
Glasses (B) Y/N
Stocking (SB) Y/N
Shoe(B) Y/N
Teacher (SA) Y/N
Stove (B) Y/N
Nest(SPB) Y/N
Children (SA) Y/N
Drum (A) Y/N
Toffee (PA) Y/N
Lamb (B) Y/N
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APPENDIX 5: EXAMPLES OF PCT ITEMS
Example of a control physical event item
“Kenneth grew vegetables in his garden. There were rows of carrots, potatoes and cabbages. One 
morning, he went to pick a cabbage. Wire fencing protected the vegetable patch. The metal had rusted 
and there was a small hole in the fencing. Kenneth walked over to the cabbages.
There were no cabbages left in the patch.
Question: Why were there no cabbages left?
Example of a human action item
“Dave wanted to impress his new girlfriend, Marie. He was cooking her a meal, but had never cooked 
before. Marie hoped it would be successful. Dave told her he had spent all day preparing it. When it 
came out of the oven it was badly burnt. Marie ate all her meal.
Afterwards she took a second helping o f the food.
Question: Why did Marie take a second helping?
Example of a direct sarcastic item
“Vicky had bought tickets for a new play at the theatre. One was for herself and the other for her 
friend Jean. Vicky told Jean the play would be good because her favourite actor was in it. The play 
turned out to be terrible. They were both disappointed.
Jean said: “That was a fantastic play you took me to see!”
Question: What did Jean mean when she said that?
Example of an indirect sarcasm item
“Liz and her jfriend often played tennis. Her fiiend always wanted to be the best at everything. One 
day they were playing tennis in the local park: Liz knew that her friend expected to win the game. 
However, that day her friend did not win.
Liz said: “I suppose you’ll say there’s a hole in your racket!”
Question: What did Liz mean when she said that?
Reference
Channon, S., Rule, A., Maudgil, D., Martinos, M., Pellijeff, A. & Frank!, J. et al
(2007). Interpretation of mentalistic actions and sarcastic remarks: Effects of frontal 
and posterior lesions on mentalising. Newopsychologia, 45, 1725-1734.
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Research Log Checklist
1 Formulating and testing hypotheses and research questions X
2 Carrying out a structured literature search using information technology and 
literature search tools
X
3 Critically reviewing relevant literature and evaluating research methods X
4 Formulating specific research questions X
5 Writing brief research proposals X
6 Writing detailed research proposals/protocols X
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
X
8 Obtaining approval from a research ethics committee X
9 Obtaining appropriate supervision for research X
10 Obtaining appropriate collaboration for research X
11 Collecting data from research participants X
12 Choosing appropriate design for research questions X
13 Writing patient information and consent forms X
14 Devising and adininistering questionnaires X
15 Negotiating access to study participants in applied NHS settings X
16 Setting up a data file X
17 Conducting statistical data analysis using SPSS X
18 Choosing appropriate statistical analyses X
19 Preparing quantitative data for analysis X
20 Choosing appropriate quantitative data analysis X
21 Summarising results in figures and tables X
22 Conducting semi-structured interviews X
23 Transcribing and analysing interview data using qualitative methods X
24 Choosing appropriate qualitative analyses X
25 Interpreting results from quantitative and qualitative data analysis X
26 Presenting research findings in a variety o f contexts X
27 Producing a written report on a research project X
28 Defending own research decisions and analyses X
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
X
30 Applying research findings to clinical practice X
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